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PHEN CYCLIDINE (PCP OR ANGEL DUST)

WED NESDAY , JUN E 7, 1978

U.S. Sena te, Subcommittee on Alcoholism and Drug 
Abuse of the  Committee  on H um an  Resources, and 
Subcom mittee to Investigate  J uv enile  Delinquency  
of the Comm itte e on the J udic iary ,

Washington, D.C.
The subcommittees met, purs uan t to notice, at  9:38 a.m. in room 

4232, Dirksen Senate Office Building, Hon. William D. Hathaway  
(chairman, Subcommittee on Alcoholism and Drug Abuse) and 
Hon. John C. Culver (chairman, Subcommittee to Invest igate Juv e
nile Delinquency) presiding.

Presen t: Senators Hathaway, Culver, and Hatch.
Staff present: Subcommittee on Alcoholism and Drug Abuse: 

Joh n Doyle, counsel; Ellen  Akst, associate counsel; Nancy Olson, 
professional staf f member, Committee on Hum an Resources; and 
Sherri Kramer, minority  research assis tant.  Subcommittee to In
vestigate Juvenile Delinquency: Stephen Rapp, staff director; Jose
phine  Gittler , chief counsel; and Cliff Vaupel, ass istant counsel.

STATEMENT OF HON. WILLIAM D. HATHAWAY, A U.S. SENATOR 
FROM MAINE

Senator Hathawa y. This is a  jo int hearing  of t he Subcommittee 
on Alcoholism and Drug Abuse and the  Subcommittee to Inves ti
gate  Juvenile Delinquency. The purpose of this hear ing is to ex
plore a relative ly new phenomenon in drug abuse, namely, the  
illici t use of le gitimate chemicals. Our specific focus today will be 
on phencyclidine, commonly known as PCP, angel dust, kille r 
weed, crystal, Cadillac, cyclone, hog, and many othe r descriptive 
terms. It is even called DOA by some—this is police s horthand  for 
“Dead on Arrival.”

Regardless of wha t it is called, PCP is said to be a deadly, 
devastating drug, worse tha n anything else on the  street . A glance 
at  a magazine stand revea ls numerous artic les on PCP in a variety 
of magazines from Women’s Day to Newsweek to Human Behavior. 
Newspapers and television  programs have been drawing  atte ntio n 
to PCP as well.

Tha t PCP has become a national problem, as reflected by the  
media, is also supported by what  littl e stat istic al informat ion we 
have available. Use of PCP is growing in alarming proportions,  
especially among our Nat ion’s youth. Federal officials estim ate 
th at  nearly 7 million people, most of them  from 12 to 25 years old, 
have tried  this dangerous drug. Recent news reports indicate that  
las t y ear alone, PCP sent  a t least 4,000 users  to hospital emergency 
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rooms, took 100 lives, and was responsible for an untold number of 
strange, suicidal, or homicidal acts. Reported incidents include 
drowning in a shower, self-inflicted gunshot wounds, and other 
bizarre behavior.

PCP is a nonnarcotic, non barbitu rate  chemical agent. It is appar
ently  easy to make from readi ly available legal chemicals. This 
drug is supposedly extrem ely toxic and can cause severe reactions 
with a single dose. Because of i ts widespread abuse and appa rent  
poten tial for devasta ting effects, the  Subcommittees on Alcoholism 
and Drug Abuse and Juvenil e Delinquency believe that  PCP war
ran ts national attent ion.

Consequently, today we will focus on the na tur e and exten t of 
the  problem. We will hear about the effects and use of PCP from 
three young former users. We will also receive testim ony regarding 
the  history, incidence, clinical  symptoms, treatm ent , and rehabi li
tatio n of PCP users. Fu rth er,  we will have the  benefi t of testimony 
regarding the production and trafficking of PCP as well as law 
enforcement related to the  drug. Witnesses addressing these issues 
include a PCP man ufac turer, currently serving time in a Federal  
prison in California, as well as a policeman and an assis tant U.S. 
atto rney who has successfully prosecuted PCP offenses.

I am particularly pleased to have my distinguished  colleague 
Sena tor John Culver here today to partic ipate  fully in this hearing. 
Sena tor Culver has had a longstanding inte rest  in the problems 
posed by alcohol and drug  abuse. Ju st recently , he held a field 
hearing  in Iowa on alcohol and drug abuse educat ion programs in 
schools, and joined with me in requesting that  the  Appropria tions 
Committee increase funding for these important programs. Senator 
Culver’s leadership was of cr itical  importance in getting the Office 
of Juvenile  Justice and Delinquency Prevention  in the Law En
forcement Assistance Administration  to focus on drug abuse as it 
rela tes to juvenile delinquency. It is a pleasu re to hold this hearing 
in conjunction with the Subcommittee to Invest igate  Juven ile De
linquency, and I welcome Senator Culver’s remarks.

STATEMENT OF HON. JOHN C. CULVER, A U.S. SENATOR FROM 
IOWA

Senator Culver. T hank you very much, Sena tor Hathaway.
As chairman of the Subcommittee to Invest igate Juven ile Delin

quency, I want you to know how much we appreciate  the opportu
nity to work together with  you and your subcommittee on this 
imp orta nt investigation o f the  use of PCP.

As you know, our subcommittee has the  legislative  responsibility 
for the  Controlled Substances Act as well as oversigh t responsibili
ty for th e Drug Enfo rcement Admin istration.

Legislation has now been referred to our subcommittee which 
would increase the crim inal penalties for the trafficking in PCP 
and regula te the distr ibut ion of one of the chemicals used in the 
production of PCP, and at  our next join t hearing, which is sched
uled for June 21, we will give specific atte ntio n to the proposals 
th at  have been recommended in the Senate and others tha t may be 
advanced in the days ahead.

Now today, we have called this hear ing to try  to get a cleare r 
pictu re and understanding  of th is problem, not only of PCP’s uses
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and effects, but  also the reasons why our system of contr olling  
substances apparen tly is not working.

We will hea r this  morning from individuals who have bought 
PCP, who have trafficked in it, and who have manufact ured it as 
well as those who have apprehe nded and prosecuted both the  tra f
fickers and the manufacturers.

Why is ther e so much of this drug on t he street  today? Why is i ts 
production so easy?

Why are not pres ent laws and penal ties more effectively det er
ring those who produce  or sell it?

Is it possible to control the production by regu latin g the  ingre di
ent  chemicals th at  are  involved in PCP man ufac turin g?

These are a few of the questions th at  I believe need to be an 
swered if we are  going to develop an effective and reason able 
response to a drug which, as Sena tor Hath awa y has said, is tak ing  
an enormous toll among the young people of t his  country.

Than k you very much.
Senator Hathaway. Thank  you very much, Senat or Culver.
I would like to welcome also Sena tor Hatc h who serves on both 

of the full commit tees and is the rank ing  member of my Subcom
mittee  on Alcohol and Drug Abuse.

Senator  Hatch.

STATEMENT OF HON. ORRIN G. HATCH, A U.S. SENATOR FROM 
UTAH

Senato r Hatch. Tha nk you, Mr. Chairm an.
I apprec iate your comments and also the  comments of my dist in

guished friend from Iowa, who does a gre at job, I think , with 
regard to the Subcommittee to Investigate  Juve nile  Delinquency.

It is difficult to get a true  readin g on the  incidents  of PCP use, 
however, because many users are able to control the ir use. For 
example, some people are able to simply put a join t down when 
they begin to suffer  unpl easa nt side effects. It is quite likely then 
th at  the  majori ty of PCP users go unrecognized and unrecorded 
and that recorded cases represen t only a small fraction of the  
users. Furt herm ore,  the re is a  very large num ber of us ers who get 
PCP inadv erten tly und er ano ther  guise and they  may well not be 
prepared for it s side effects.

This has been a tremen dous area of intere st for me because, in 
my law practice prio r to coming here  to the  Senate  and in my 
church affiliation, I have worked with a num ber of young people 
who have had difficulty with many types of drug-rela ted problems.

PCP is also illegally  manu factured for use as a drug of abuse. It 
was first used as a str eet drug, called the  “Peace Pill ” in Californ ia 
in the midsixties. It failed to gain popu larity  at that time because 
it was available  only in tablets and users could not adjust the  dose 
or mitigate the adverse effects. However, by 1973, the stre et chem
ist learned how to convert PCP from the  tab let form to a substa nce 
which could be smoked with leafy mate rial,  often parsley, or sno rt
ed an d can also be injected.

Since then, it has of course been widely abused thro ugho ut the  
country as t he distinguished  chai rman has said.
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I am very interested  in these hearings today, and I am certain ly 
happy to participate with both Senators  Hathaway  and Culver who 
I th ink  do a good job in this area.

Sena tor Hathaway. Tha nk you, Senator Hatch.
Our first  three witnesses have agreed to testify before the sub

committees  with the  understanding that  the ir rea l names would 
not be revealed and that  they would not be photographed. I would 
ask that  the represen tatives of the media please respect this re
quest.

Now, would Norman,  Donald, and John come to the witness 
table.

The names you are  using, of course, are not your real  names, and 
we will not ask you to revea l them. We would like to know w hat 
your ages are and wha t level of education  you have received.

We will s tar t wi th you, Donald.

STATEMENTS OF DONALD, NORMAN, AND JOHN
Donald. I am 21 years old. I am a  high school gradua te.
Sena tor Hathaway. Are you currently  employed?
Donald. No, sir; I am not.
Senator  Hathaway. Have you been employed since you got out 

of high school?
Donald. Pardon me?
Senator  Hathaway. Have you been employed since you got out 

of high school?
Donald. Yes, sir; I have.
Senator  Hathaway. What was your occupation or occupations?
Donald. Custodian, photographic equipment technician for the 

Federal Government.
Senator  Hathaway. Norman, what age are  you?
Norman. I am 24 years old.
Sena tor Hathaway. How f ar did you go in school?
Norman. I completed high  school.
Senator  Hathaway. You are  employed?
Norman. No; no t before I went into the  program.
Sena tor Hathaway. Have you been employed since you got out 

of high school?
Norman. Yes. I was ju st a pain ter, laborer, plus I was a  jewelry 

salesman.
Sena tor Hathaway. John?
J ohn. I am 25, and I dropped out of high school in the 10th 

grade.
Sena tor Hathaway. What grade?
J ohn. T enth grade, so I completed nin th grade.
Sena tor Hathaway. You have been working ever since?
J ohn. Well, I did work for a period of time. I worked for 4 years 

for the  Safeway in various local stores. Right now, I am unem
ployed.

Sena tor Hathaway. You are working a t the present  time?
J ohn. No. Right now I am a resident at Second Genesis.
Sena tor Hathaway. You a re a resident?
J ohn. Resident at Second Genesis, which is a drug  rehab ilitative 

program.



Sena tor Hathaway. Pul l the mike closer to you. We will concen
tra te  on one witness at a time.

How long have you been  in t reatmen t?
J ohn. Ten months now.
Sena tor Hathaway. Ten months?
J ohn. Yes.
Sena tor Hathaway. How did you happen to go into trea tment?
J ohn. I found myself in a situat ion where I was confronted with 

either going to jail or decided to make a decision and do something 
abou t my position, and my involvement in drugs jus t increased as I 
found myself out of work, and I had no job, no money, and so I had 
to go to all these sources for money, and that  was mostly involving 
illegal activity.

Senator Hathaway. When did you fi rst sta rt using drugs?
J ohn. When I was 16.
Sena tor Hathaway. Wha t s tarted you on it?
J ohn. I star ted with mar ihuana, and it didn ’t take  long before I 

was heavily involved in narcotics. I had a lot of experience with 
“Peace Pills” back in the  sixties and LSD, practically all drugs.

Sena tor Hathaway. Now, when did you star t on Peace Pills, 
PCP?

J ohn. I was a round  16. That  is when they  firs t came out, I first  
experienced them back then.

Sena tor Hathaway. Had you been on LSD before that?
J ohn. Yes; I had.
Senator Hathaway. Can you compare the two?
J ohn. Yes. LSD is a type of drug where it is more or less you can 

make a distinction between what is real and wha t is not real. At 
the  time you have a lot of distor tions in your mind, but distinct ion 
is sometime ther e between reality. But with PCP, it is hard  to 
make that distinction, if you use it enough, you total ly lose touch 
with all sense of wha t is real and what  is not and what is happen
ing to you a t the time. You really believe it is happening and, you 
know, there is no d istinc tion there.

Sena tor Hathaway. With LSD you know it is the real danger?
J ohn. In most cases, yes. There have been cases where people 

end up committing suicide or var ious other things.
Senator Hathaway. Can you tell us any experiences you had 

while you were on PCP?
J ohn. Well, when I use PCP, i t gave me a feeling of importance, 

you know, kind of like a, I felt like I was the  whole—the whole 
world was evolving arou nd me. I was being called upon to do 
something, and I searching for something. I found myself in places 
th at  I really did not know how I got there, you know, in hotel 
rooms and executive suites,  and I mean it was really bizarre  expe
rience. I thin k back on it now and I really have a hard  time 
believing that it ever happened, but I know it did because I lived 
through it.

It was a more or less a feeling of a type of a masonic type of 
thing, where you feel like you are that  importa nt and you find 
yourself kind of withdrawing from everything  th at  is real, and you 
live in a type of spiritualis tic level, l ike everything is very symbol
ic, everything  has double meanings and completely lose touch with 
yourself.



Sena tor Hathaway. Where did you get the PCP from in the first 
place?

J ohn. I usually obtained it from friends who were manufacturing 
it.

Sena tor Hathaway. What  does it cost?
J ohn. It depends on who was d istrib uting it.
Sena tor Hathaway. What  would be the price rang e tha t you 

paid for it?
J ohn. It would run around $100 an ounce or about  a $1,000 a 

pound, and that turnover, if you were to sell it, you could make a 
lot of money because it is very  easy to dilute, or jus t taking a 
pound that  is freshly made, you can add ano ther  pound of parsley 
to i t and double the  money, so it  is very easy.

Sena tor Hathaway. What form did you get  it?
John. Usually  it was on parsley. It was a liquid diluted  and it 

was spread out on parsley and dried.
Senator  Hathaway. What would you do, smoke it?
J ohn. Right, smoke it.
Sena tor Hathaway. Did you take it any othe r way th an  smoking 

it?
J ohn. I took peace p ills also. I had friends who used it in liquid 

form, adminis tering  i t throu gh the  eyes, like  eye drops.
Sena tor Hathaway. What happened to them?
John. One f riend of mine a lmos t went b lind for using it.
Sena tor Hathaway. What does th e pill look like?
J ohn. They look different, they are  not all the  same. They came 

in various colors and sizes. It was basically jus t a round pill.
Sena tor Hathaway. What qua ntity was being smoked in one 

pill?
J ohn. Well, i t depends on the  quality of it, and the re are differ

ent  degrees in how much it has  been cut, with certain types of—if 
you take  two hits off a join t, it was treated, you know, the parsley 
type, you would find yourself by the  time you took the  second hit, 
you would find yourself just oblite rated, and then  others , you have 
to smoke more, it depends on the  quality.

Sena tor Hathaway. But the  quantity  would be much less than  
an ounce?

J ohn. Oh, definitely, yes; it would take a couple of pinches, just a 
very sm all amount.

Sena tor Hathaway. From th at  quantity, how long were you 
gone-----

J ohn. Anywhere from 4 to 8 hours , it depends. It depends on the  
quali ty of the  substance.

Sena tor Hathaway. Did you feel you had to have it after  the 
effects wore off?

J ohn. No; I didn’t have to have it, but it was so convenient to 
use and it was such a big release and escape that  it was more or 
less a men tal type of addiction. It wasn’t on a physical level. There 
was no physical withdrawal, bu t mentally I would say I was addict
ed to the  drug. I was using th at  drug to bring  myself off of other 
drugs, narcotics, and what it does to  you is i t desensitizes  you, and 
you a re very insensitive to all types of senses and feelings, and you 
really—you could actua lly bus t your head open and you wouldn’t 
even know it unti l you came down. I never experienced any severe



accidents, but I had  friends that did, and they were n’t awa re of 
having fallen or anything.

Senator  Hathaway. What was some of the  accidents th at  your 
friends experienc ed?

J ohn. Well, like breaking  an arm  and not even recognizing it 
was broken. It numbs your-----

Senato r Hathaway. How did you b reak  y our arm ?
J ohn. By falling, you know, or by p laying aroun d with somebody, 

horsing around, jus t doing bizarre things,  climbing in trees, it could 
happe n in a-----

Senator  Hathaway. While you were on this  drug, could you feel 
any pain, could you bang your head on the  table  and not feel it?

J ohn. Yes; you could do tha t. It kind of, like, numbs all the  
senses. And then  again it depends on the qual ity of the drug. Some 
would not inte rfere  with your senses th at  much, but  others would 
completely numb you and your whole nervous  system would be 
thrown out of whack, you would not feel anythin g.

Senator Hathaway. Senator  Culver.
Senator Culver. I have also heard th at  in addition to the num b

ing sensation th at  you have described, John , that PCP can also 
cause blackouts. Has  this been an experience th at  any of you have 
had when you have used the drug?

Norman?
Norman. I experienced afte r I was smoking it for a while th at  I 

would lose my vision.
Senator Culver. Did you completely lose your  vision?
Norman. Yes; like my eyes would—I would go blind, completely  

black. And then I would jus t fall over. Well, my mind would be 
working, but I real ly could not even tal k or see or anything . I 
thought I was dead for a while. All of a  sudden it star ted wear ing 
off after  a period of abo ut one-half hour, I guess.

Senator  Culver. This perception of being dead, did you describe 
that to o ther friends?

Norman. Yes. Everybody thou ght it was nea t and cool and trie d 
to smoke more drugs  to get  th ere  too.

Senator Culver. So they would try  the  drug  to create  the  same 
experience?

Norman. Yes.
Senator Culver. Why did you stop using PCP?
Norman. Well, I got arres ted in Fairf ax County, and I knew th at  

I could not go on any fur ther doing what  I was doing because it 
was destroying my life. I found afte r I sat  in jail  for a couple of 
weeks I got a litt le straightened out, so I could see what it has 
done, and it sort of hu rt me a lot and changed  my life drasti cally,  
not the way I want ed it to go, but I was living in a drug dream 
world and  that is w hat  happened.

Senator  Culver. Why did you begin to use drugs?  What pri ma r
ily directed you towar d experi menting with drugs the first  time ?

Norman. Well, I star ted out when I was about  14V2, and I think 
it was just  like the  “in thin g” to do, because all the other kids were 
jus t star ting  it too. I had an oppor tunity  because these people were 
jus t giving i t away, and so I jus t decided, I guess, to join the  crowd. 
Tha t is what I see now.

Senator Culver. Were you in teres ted in athletics?
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Norman. Yes.
Senator  Culver. At th at  time?
Norman. Yes. I was pre tty good athle te. I got medals for swim

ming and s tuff like tha t. I was a  good ballplayer.
Senator Culver. Were you at all concerned about the health 

conditions of drug  use on your a thletics? u
Norman. No.
Senator Culver. Why weren ’t you concerned about how drugs 

might  affect your a bility to perform in sports?
Norman. Well, I did not really thin k it would hu rt me, th at  was *

my opinion. But looking back I can see tha t it did because I drifted 
more and more away from doing sports and athle tics and jus t 
wanted to get high instead.

Senator Culver. Was it hard  to stop using PCP? John spoke of 
not physical dependence, but more of psychological dependence, as 
I understand  him. Was i t hard for you to stop using PCP?

Norman. Yes. I even moved away from the  area so I could stop 
using PCP. But when I came back afte r about 7 months, I went 
right back to it, OK, because I still had the  feeling to go get high 
on PCP, plus I saw o the r people doing it too. That influenced me a 
lot. I wanted to go through the same feelings I did before.

Senator Culver. We have heard reports of drowning, self-inflict
ed wounds, even homicide, and a feeling of g randeur making one 
believe he can walk on wate r or fly out of a window. We have 
heard about people going throu gh glass doors and rolling in the  
glass impervious to the  consequences. When you saw this happen
ing, or heard about it happening to friends were you not at  all 
frightened by what you might  do under the influence  of this drug?

Norman. Well, I just thought that  was the  way it affected the  
individual, and I was blinded to the way I was acting because I did 
some things tha t were stupid.

Senator Culver. Can you speak up a little please, a little  louder.
Norman. I saw some people like this  one guy got really high, and 

he fell through a door, OK? This was not a glass door, it was a 
wooden door. He was standing righ t in the  middle of the living 
room and jumped right through it and hu rt his head real badly, 
and he did not know he was bleeding or cut or anything  like tha t.
It took him about an hou r or more to even realize  tha t he was even 
bleeding, and then  he thou ght somebody clubbed him in the  head.
Then he wanted to go to  the hospital in his bathrobe and slippers, 
and  there was snow on the  ground. He did not realize tha t either .
He said I am going to go anyway. He did not feel any cold or 
anything like tha t. It is obvious he did not feel any pain. He was »
bleeding bad. He required stitches.

Senator Culver. In spite of tha t, you felt th at  you would not 
have a bad trip? You fe lt that whatever its chemistry the way this 
drug  impacted on you and worked in your system was different— *
th at  you could somehow avoid the same kind of problems, that 
these  were ju st bizarre, odd exceptions?

Norman. No. I j us t do not thin k I did not care. I did not care 
about  what  happened to my body and wha t went  on because I 
would be OK. I did not thin k anything like th at  could happen to 
me, although it did a t one time.
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Senator Culver. Did you thin k poorly of yourself in the sense of 
being so dissatisfied with  your relat ionsh ip and  family and school 
th at  it was jus t worth it to get outside th at  misery and take a 
tri p—to seek an unr eal  situat ion because the  real  one was pre tty  
uncomfortable?

Norman. Well, I think  my pare nts always trea ted  me right , I 
just got high, and I did not thin k they  noticed it, but they did 
notice it, and they did see the change I was going through, but  they 
told me about it, but I was not listen ing to them.  I have not been 
living with my parents for a long time. When they would see me, 
one time I went home and I complained I was short of brea th, and 
I was running around in circles in the ir dining  room, and they took 
me to the hospital because I had smoked PCP ear lier  t ha t day, and 
it had been like 6 hour s beforehand, so the  effects did not even 
wear  off to th at exten t.

Senator Culver. How long since you had smoked PCP?
Norman. At least 6 hours.
Senator Culver. Have you noticed any lingering effects or inci

dents that you would att ribute  to your previous use of PCP that  
you now experience since you stopped using the  drug?

Norman. Basically, no. But when I firs t stopped using it, I have 
not probably smoked PCP in 7 months, and when I first stopped 
using it, it was a litt le bit weird. I was a litt le spaced out and 
incoherent  and talked in circles. But now I’ve reverted back to 
myself as being str aig ht on. I have seen a lot of people that still 
after stopping smoking drugs for years, they  cannot hold a conver
sation,  and talk  in  circles and ju st do weird things.

Senator Culver. Before you began to use PCP, was your a ttitude 
toward that par ticula r drug different tha n toward  marihu ana  or 
LSD or any othe r drug? Did you know much about  its proper ties 
and its effects?

Norman. No, not really . The only thin g I had, I felt different 
toward  was alcohol. I sta rted smoking and doing drugs when I was 
like 14. I did not star t drinking  un til I was about 17 or 18.

Senator Culver. Did you r a ttitu de change once you star ted using 
PCP?

Norman. Yes. I wanted to keep on smoking it. In fact, that  was 
my drug of choice, because I s tarted smoking PCP more tha n I did 
any other  drug.

Senator Culver. Because it was cheaper?
Norman. Par tly tha t, but  because the  effect was a lot stronger. It 

is somewhat like LSD, but  in a diffe rent way. LSD you get really  
uncontrol lable, I feel, a nd with PCP you can smoke a little  bit and 
get high and smoke a litt le bit more and get higher , and you can 
regu late how high you get depending on the  quality . When I star t
ed using it, it was $55 an  ounce, and now it  has gone up anywhere 
from $125 to $150 an  ounce. In comparison to mar ihuana , it is a lot 
more expensive.

Senator Culver. If you knew before you began what  you know 
now about the dangerous effects of PCP, do you think you would 
have begun to use it?

Norman. No. I can see where my involvement in drugs left me, 
where  I feel as far behind from people my age who have led 
positive lifestyles of nondrug use, mainta inin g normal job and
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working hours, they have wives, kids, houses, so I feel left behind. 
If I knew what I know now, I would not even touched  it, no way.

Senator  Culver. Do you have any recommendations, Norman, 
for preven ting use of PCP, par ticu lar among young people like 
yourself?

Do you think drug education programs in school can prevent 
PCP use?

Norman. No, I do not think  so. It is so widespread now only 
stopping manufactur ing and  the  chemicals that  go into the drug I 
feel is the only way to do it because it is so readily available, you 
can probably go down the str ee t 2 blocks away an d get it.

Sena tor Culver. How about young people talk ing about PCP to 
the ir peers—people like yourself who can testify  to them  as to the 
consequences of PCP use? Does tha t have any promise?

Norman. That would probably do some good. But it is a ll up to 
the  individual  whether he wants to go through it or not, because if 
they  go throug h it and discover how bad it is, b ut it might take  9 
years, like it did me, which was too long, OK, if they  could get it 
right away, I am sure that  the ir eyes would open.

Senator  Culver. You say control it at the  source, do you mean 
res tric t availabil ity of chemicals that  go into its manufacture?

Norman. Yes.
Sena tor Culver. Are the re any other recommendations you 

would have  for us on how to deal with it, Donald or John?
Donald. I th ink as far as peers of people th at perhaps have used 

PCP, talk ing to people th at  are maybe at the  age where they are 
thin king of using it, would be more effective tha n lite rature  dis trib
uted throughout schools or whatever, schools talk ing  to students,  
because the first thing th at  people would do would say the ir par
ents  and school teachers who are  talking to them was jus t—well, 
they  would say they do not really  know wha t they  are talking 
about, and consequently the y are not going to listen. I th ink maybe 
out of personal speaking  engagem ents to people or else Federal 
subsidized television spots with  people who have abused the drug 
and direct ing the message to people who are  thinking about using 
it, t ha t would probably have long effect.

Senator  Culver. T hank you.
Senator  Hathaway. Senator  Hatch.
Senator  Hatch. Let me ask all three of you concerning your use 

of drugs—John, you indica ted you started  with marihuana. 
Norm an and Don, can you tell us when you sta rted on drugs and 
wha t was your first drug use?

Donald. I star ted using drugs  when I was 13.
Senator  Hatch. What was the first drug that  you used?
Donald. Star ted with ma rihuan a and alcohol.
Sena tor Hatch. How about you, Norman,  did you sta rt with 

marihuan a also?
Norman. Yes.
Senator Hatch. Would you fellows agree that  mar ihua na was 

the  beginning of your drug  use, that it led you into other drugs? 
Did you jus t feel you wanted to try  othe r things because you 
enjoyed marihuana?

Donald. I do not feel th at  mar ihuana  led into other drug use. I 
feel that  at least with me it was merely that  curios ity about other
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drugs, and part ially peer pressure as far as other people using it, 

and it was a combination of the two.
Senator  Hatch. Wha t about the  other two, do you feel ma rih ua

na contributed to y our using and experime ntati on with other drugs  

or not?
J ohn. Well, I don’t know now, I do not condone the  use of 

mari huan a, but I do not feel th at  it is real ly—tha t it plays an  
important role when you go on to other drugs. What it does do is 

the  fact tha t it is illegal and the sources you have to get it from 

makes everything else available to you because most of the  sources 
th at  deal with ma rihuan a also deal with the  other drugs, such as 

PCP and LSD. And the  fact th at  it is ther e, and it is available to 
you, and your associates are using it too, it is pret ty temp ting and 

it is hard to resis t it.
It does play a role in your going on to other things.
Senator Hatch. At least you had the  experience of enjoying the  

use of drugs by using mari huan a, and then does that not give you 

an incentive to make  you get into other drugs?
J ohn. Yes; I thi nk  it all comes down to the  individual  how they  

feel about themselves because initially I sta rted using drugs be

cause I did not feel like I was pa rt of anything , and I was pre tty  

much alien ated from everybody, and I alienate d myself from soci

ety, so I star ted  using drugs to be accepted by a group of people, 

but afte r initial encounter, it became more of an individua l prob

lem with me, the  fact tha t I was run nin g from my feelings and  

myself. I did not feel good abo ut myself.
Senato r Hatch. Your initial  enco unte r was with ma rihuan a in 

all thre e cases?
J ohn. Right.
Senator Hatch. I see.
Do you have any thin g to say about  tha t, Norm an? Do you thi nk  

it caused you to try  exper iment ation with  othe r types of drugs, 

including PCP?
Norman. No; not really. I jus t think  I w anted  to ge t into a bigger 

kick.
Senato r Hatch. You had one kick and you thought you would 

enjoy a bigger kick. Would that be a  fair  c haracteri zatio n?
Norman. Yes.
Senator Hatch. Let me ask you fellows this: What are some of 

the stre et names  for t his type of drug, for PCP?
Norman. Well, it is called “te a” when it is in powder form, No. 

1. Just PCP a nd angel dust.
Senator  Hatch. Any other names th at  you can come up with  in 

your experience?
Donald. Ju st angel dust and dust, kille r weed, KW.
Senator Hatch. How would you compare PCP with othe r types of 

drugs you have used? You mention ed marihu ana, PCP, wha t oth er 

types of drugs have you tri ed?
Donald. Differe nt types of hallucinogens, as far as LSD, mesca

line, psilocybin, amphe tamines, barbitu rate s, cocaine, methadone.

You are askin g a comparison question?
Senator Hatch. Yes. Having used those differe nt types of dru gs, 

how would you compare PCP?

33 -3 00  0 - 7 8 - 2
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Donald. I would say PCP is, if you are using drugs—and I feel 
the majori ty of people do—as an escape from your personal prob
lems of whatever is going on, PCP would be the  faste st—fastest 
drugs to accomplish tha t with, as far  as with how far  away from 
reali ty that  i t will take  you and quickness.

Senator Hatch. Do others take you away from real ity though, 
and in essence accomplish the  same  purpose, but  not as quickly?

Donald. Yes.
Senator Hatch. Would you other fellows confirm tha t, did you 

feel the  same way as Donald?
Norman. Yes. Since I have used a varie ty of drugs, basical ly all 

of them, except extensive use of heroin or anything like that, 
methadone, PCP is the most biza rre drug that  I think  I encoun
tered  because what  it caused me to do and what  I have seen it do 
to othe r people. It was total ly different tha n wha t other drugs 
affected you as. You could very easily  forget where you are,  if you 
were swimming or something like that,  you would jus t sink. People 
told me that  I had to be pulled out—I’m a pre tty good swimmer— 
people told me I had to be pulled out, like I had forgotten where I 
was, jus t sta rted to sink in the  water, and I was on the  way to 
drowning or something like that  and  people did save me. That is 
why I feel it is a most bizarre thing.

Senator Hatch. Let me ask all thr ee  of you: Do you think  televi
sion played any role in your beginn ing use or continuing use of 
drugs, the emphasis in television—the violence, the  crime, and 
were you fellows chronic watchers of television?

Norman. I was not that  chronic watcher of TV, but I did see a 
lot of p rograms on PCP because I was getting  h igh too, I wanted to 
see what  it was doing to people in different things.  I was more 
amazed in people making all that  money manufacturing it because 
it is so cheap to make, and yet they  sell it for so much money—just 
let’s go make up a batch and we will get a lot of money doing that .

Senator Hatch. Do you thin k those  programs make PCP more 
alluring  or th at  they actually educate you that  it is a bad sub
stance  to use?

Norman. Well, I thin k in some ways more allur ing, and some 
ways a bad drug  to use. As I said earl ier,  you did not think  it was 
going to happen to you.

Sena tor Hatch. Would you two fellows feel about the same way? 
Do you feel TV influenced you a t all in the use of drugs one way or 
the other?

Donald. I feel like a lot of TV shows on PCP, a good portion  of 
what  was shown in the programs is t he  type of thin g I was talking 
about earl ier, people would say they do not know what  they  are 
talk ing about—if you were watching a hal f hour  television  show 
and out of x amou nt of statemen ts you hea r five th at  you know are 
false, or you can tell they did not know what  they  were saying 
when they said it, you are jus t not going to listen  to anything.

Senator Hatch. Do you think  t ha t was because the TV show was 
bad or because you were actually into the drugs and you felt -----

Donald. I’m sure a good part  was my d istortion about how I felt 
about the drug  because I was using it at the time, so I had very 
positive viewpoints.
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Senator  Hatch. I want to compliment you thre e fellows for 
coming here today. It is not easy to submit yourse lf to a subcom
mittee, two subcommittees, and talk  about the effects of these 
drugs and also to indicate to other young people in fact, people 
from all walks of life and ages, that this  use of drugs may be 
harmful, not only to you b ut to them also. I am very pleased you 
have taken the  time to do it and I wish you all well and I hope th at  
you will continue to actively t ry  and help others to stay away from 
drugs.

a  Thank you, Mr. Chairman.
Senator Hathaway. Thank you.
Let me ask you a  couple more quest ions.
Did any of you notice any difference in your mental capac ity 

afte r you had gone all the way th rough the  experience that  you got 
from PCP?

Donald. Yes.
Senator Hathaway. Could you reason jus t as well as you did 

before? Did you have any memory lapses?
Donald. In my experience, after using PCP, I constantly  for a 

period of time, when I stopped using it, I would not be using the  
drug anymore, would be very spaced out. It can go—depending on 
how bad off it is, I ’ve seen people th at —in fact, myself at  one time,  
I stopped, and I started  using it again late r, and the first  time I 
stopped using it my comprehension was as far as—I could not 
really concentrate on anyth ing as far as any type of school-type 
thing. The abili ty to sit down and, say, work out mathematica l 
problems were—simple things like reading a book or anythin g 
could not be done because everything was very confused. You had a 
feeling like you had the mentality like a 3-year-old because at th at  
point your thin king is so twisted up that  that  is really  about the  
level t ha t you function at. And I have seen a lot of people act like 
kind erga rten—very heavy users of it, and like complete vegetables, 
who used to be real ly brigh t kids, and now menta lly functioned— 
they cannot hold a conversation, they talk gibberish, and the ir 
voices slurred constantly, and as I say, that  is about the  way they  
function, mentally  they are on the level of, say, 4-year-old or some
thing.

Senator Hathaway. In your own case, did you ge t bet ter afte r a 
while? Do you feel now you are back to wha t you were before you 
went on PCP?

Donald. I feel th at  after  a cert ain amo unt of time those side 
effects do go away, and I can say that  for myself definitely. But 
other people I’ve seen it too, it completely goes away to no side

• effects whatsoever. That is not taking into account—well, some 
people I know a re burned  out, like I would have to really question 
afte r how long they  stayed off if they would come back completely 
to what they used to be. I thin k probably aft er a certa in point, you

• could only go back to normal only so far, the re would be too much 
damage done.

Senator Hathaway. That  is due to the fact that  they had a more 
extended use of th e drug than you?

Donald. Yes.
Senator Hathaway. Norman and John , do you have any com

ments on tha t?
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Norman. I had pret ty extensive  use. I used th at  drug almost 
everyday for a long period of t ime and ran  around trying to get it 
all the  time. That  is w hat it basically involved a round. I can see I 
am more atten tive now a fte r stopping using the  drugs. I can read 
bett er, my voice is not slurred as i t was, like I was tota lly drunk all 
the time, but with some people, like was said, you question wheth
er they  are going to retu rn to normal or not.

Senator  Hathaway. John.
J ohn. I have to agree. You do eventua lly regain  your  ability to 

concentra te on certa in things, such as mathematical  problems and 
your retent ion, your abili ty to. reta in things  comes back. But ini
tially, that  takes a couple of months at least and it takes a lot of 
effort on each individual’s pa rt who wants  to do it because the PCP 
is like a mind-al tering drug, and I feel it actua lly changes your 
thinking patterns  the way you feel about things, and you place less 
importance on reality and more importance on fantasy, and you 
really do not feel th at things are  tha t important , and to come back, 
kind of like getting in touch w ith what  is real and not real again, it 
takes  some time. But it can be done i f the  person wants to do it. It 
takes  a  lot of hard work, though.

Senator  Hathaway. How would you evaluate the  rehab ilitation 
program that you are engaged in right now? Is th at  helping you?

J ohn. Yes. I feel it is very effective. I’ve never experienced 
anything like it in my life. I’ve never got throu gh anything tha t is 
so hard or demanding at  th e same time, but  I feel it  is what  I need.

Senator  Hathaway. Wha t a re you doing in the program?
J ohn. Well, we have diffe rent  levels in the  program you are at, 

and we all live in the  same house together,  and it is the  type of 
very structured and rigid type  of environment where a lot of de
mands are  placed on each individual and everyone has a specific 
job, and accountability is th e key, and being responsible, jus t learn
ing to be responsible for yourself, and it is a hard thin g to do to 
grow up because most of us would not have been taking drugs if we 
were like developing norm ally. We just chose to stay  a t the level of 
about 3- or 4-year-olds, not wan ting  to be responsible for ourselves. 
Tha t is what  th e program basica lly teaches you. You have to make 
a decision for yourself, and you are responsible for any position 
that you find yourself in in life.

Senator  Hathaway. I asked about mental . What about  physical 
disabilities?

J ohn. I was involved with so many different types of drugs, I do 
not know whether it was PCP or I do n ot know w heth er it was the  
heroin or methadone, but  I feel that  my nervous system is sti ll—it 
is in the  process of rejuvenating, I still feel very on edge, nervous 
at cer tain  times. I guess this  is p art  of being normal. I am not used 
to feeling all these things. It is like I am very sensitive to a lot of 
things,  a nd it is all new to me.

Sena tor Hathaway. You ca nno t say that  was PCP?
J ohn. No, I cannot d irectly  a ttri bute it to PCP.
Sena tor Hathaway. How abou t you, Norman?  Any physical ef

fects?
Norman. No, not that I can really say tha t were left over, except 

for when I was using the drug, I was really nervous and it kept me 
awake for long periods of time, like days at a time, but now my
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nerves are, I guess, back in shape—I’m not always anxious or 
waiting  for something-----

Senator Hathaway. Sexual, sex drive, aft er—not while you were 
on the  drug.

Norman. No.
Senator H athaway. Donald?
Donald. I think  as far as not with me myself, but with  people 

I’ve seen as far as eyesight, PCP does, wi th prolong use, have very  
notable effect on eyesight as f ar as your vision.

Senator H athaway. You mean things are  blurred?
Donald. One friend of mine, he stopped using it, his vision was 

not blurred and he had good vision, but  after he stopped using  it, 
his vision was blurred  for maybe a year or so a fterwards. He had 
not used th e drug  for a  year.  It took that  long before the  condition 
cleared up.

Senator Hathaway. Thank  you very much.
I want to thank  all three of you for the  excellent stateme nts and  

for cooperating  with the subcommittees. Thank you. I wish all 
three of you well in your recovery.

Senator Hathaway. Next, we have a panel composed of Mr. 
Steven E. Lerner, researcher  and national  consu ltant  on PCP, and  
Dr. Sidney Shan kman, executive d irector of Second Genesis.

We will print the  full sta tem ent  of both of you in the  record. If 
you folks would summarize your statements,  we would appreciate 
it.

Mr. Lerner, if you want  to go first.

STATEMENT OF STEVEN E. LERNER,1 COFOUNDER, LER NER ,
BURNS, LIN DER & ASSOCIATES, SAN FRANCISCO, CALIF.; AND
DR. SIDNEY  SHANKMAN, EXECUTIVE DIRECTOR, SECOND
GENESIS, INC.
Mr. Lerner. Mr. Chairman, members  of the committee, ladies 

and gentlemen:
I appreciate thi s opportunity  to shar e with you some of my 

group s thoughts  regarding the  abuse of phencyclidine by youth 
throughout  the Uni ted States.

During 1974, while working in a federa lly funded drug rese arch  
project, Dr. R. Stan ley Burns and I came in contact with pat ien ts 
who had used phencyclidine, alone or in combination with other 
drugs. While providing emergency medical coverage at  large rock 
music concerts, we encountered young people requi ring tre atm en t 
for unusual  symptoms related to their  use  of phencyclidine. At this 
time, we also discovered several groups who by the ir history had 
used phencyclidine on a regular daily basis for as long as 5 2̂ years.

From our experiences and subsequent  study—including the  
review of medical records of pa tient’s friends who had died from 
phencyclidine—we wrote “Phencyclidine: States of Acute Intox ica
tion and Fatalit ies ,” published in the  “Western Jou rnal of Medi
cine” in 1975.2 This article  highlighted our early research findings 
on the “behavio ral toxicity” of phencyclidine. In addition to this  we 
have published 12 o the r papers on phencyclidine which a t this t ime  
we would like to submit for the  record. Included in these publica-

1 See p. 97 for Mr. Le rner ’s prepared  s tate ment.
2 See p. 302 for text  of a rtic le.
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tions is a chap ter entit led “Phencycl idine Use Among Youth ,”3 to 
be published late r this month  by the National Ins titu te on Drug 
Abuse th at  presents  a comprehens ive overview on phencyclidine 
abuse among youth.

In an atte mp t to learn more abou t the  effects of long-term expo
sure to phencyclidine, we developed a resea rch protocol. Users 
were invited  to partic ipate  in a study which consisted of physical 
and neurological examinations, EEG’s, EKG’s, chest X-rays, clinical 
chemistr ies, complete toxicology, blood and urine screens for phen
cyclidine, psychological testing and  clinical interviews.

As we began to receive requests from physicians and other 
health professionals for in formation  related to our studies, we ini ti
ated a n ational consultat ion service.

Dr. Ronald L. Linder joined our  research group as the  demand 
for wri tten  information and prevention strategies increased. To 
date, we have received over 2,000 requests for inform ation or serv
ices.

The growing popular ity of phencyclid ine throughout the  United 
States  paralle ls the early  histories of LSD and mar ijuana. The 
initia l passage of phencyclidine throu gh the  drug subculture in 
1965 resul ted in “bad reviews,” attr ibu ted  to the  relat ively  limited 
drug experiences of users and the  social climate. However, during 
the past 3 years, its popularity has rapidly increased among the 
now more experienced drug users and par ticu larly  among youth in 
the ir early teens.

Senator Culver. Could you give us a ball park estimate of the 
number of users now? You say it dropped off and now it is back. 
Could you give us more specific citat ion of jus t wha t kind of num 
bers we are  ta lking about?

Mr. Lerner. We just completed  a  study of 2,750 pa tien ts between 
the ages of 12 to 18 that were admitted  to 97 tre atm ent programs 
in 39 States . It turn ed out th at  32 percent of t he tota l group had 
tried phencyclidine, 20 percent were using it regularly  3 months 
prior to admission for t rea tment . The average age for the  first use 
was 14.5 years. The average age for continued use was 14.8 years. 
From a chronic user study we did 31/2 years ago, the  average  age of 
first  use was 19.2 years  and the  average age of continued  use was 
20 to 21. So ther e has been a tremendous decrease in the  age of 
initi ation of fi rst use. From some of our  studies we have seen kids 
as young as 9, 10, and 11 that  have initia ted use of phencyclidine.

Sena tor Culver. Do you have any figures that  would give us a 
bet ter idea of th e exten t of use? This sample that  you are  talkin g 
about includes only those who have come into the  hospital.

Mr. Lerner. These were identi fied patients that  were coming in 
specifically for trea tment. It is really difficult to estimate the 
number of users. One of the problems that  you get into is the 
Federa l reporting  system for phencyclidine. Specifically, there are 
two major data bases. The Drug Abuse Warning Network [DAWN], 
which is operative in 24 Stan dard  Metropolitan Stat istic al Areas in 
selected hospitals, in-patient unit s, crisis center and medical exam
iners that  report into the DAWN system. The difficulty with this 
data  is th at  it is skewed. In California, for example, 51 of the 58 
counties do not repor t to DAWN. The other major reporting  system

’ See p. 315 for tex t of article .
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is th e Client Orien ted Data Aquisition Process, and this system has  

misclassified phencyclidine with the  hallucinogens. This also in

cludes LSD, muchrooms, mescaline, etc. There is no way of deter 

mining whet her increas es or decreases in this  system are at tri bu ta 

ble to phencyclidine or other drugs. Because of this, the  Nat iona l 

Institute on Drug Abuse initia ted a National  Youth Polydr ug 

Study which looked specifically at phencyclidine  use among a 

youth population. However, it is really  difficult to estimate  from 

these data  bases the  number  of phencyclidine users natio nally . 

Certainly ther e has been a tremendous  increa se in deaths from 

phencyclidine use.
If you take  a look at the death s from phencyclidine between 

1974, when the firs t deaths were reported in the  lite rat ure  to 1976, 

there were nine deaths.  In Los Angeles County alone in 1976, the re 

were actual ly 20 deaths. In 1977, the re were 66 deaths. We are  

really  taking a look at the tip of the  iceburg. In hospital based 

studies th at  we have done, where  we took a look at  individuals who 

at the time had used PCP regularly  for as long as 5x/2 years,  it 

turn ed out a thi rd of all of the  emergency room admissions were 

chronic users of phencyclidine, someth ing you would not predict.

When someone uses regularly over a long period of time, you 

would assume they would develop tolerance  to certain affects of 

PCP. They do not, part icula rly when they  are  in situa tions where 

they are aroun d water.  They lose th e abili ty to differenti ate wher e 

the ir limbs are in a thre e dimensional plane  or because they  lose 

the ability to tell the  difference between up and down, they  drown 

as a result.
Senato r Culver. On tha t point, the  deaths th at  you are  talk ing  

about are a res ult of activities th at  the  part icipants  are  involved 

in, and not the  chemicals in t he drug itself?
Mr. Lerner. We have seen them  from both sides. There  has been 

a controversy whether or not you could die from pharmacological 

overdose. We p ublished  a paper  enti tled  “Phencyclidine Dea ths” in 

the Jou rna l of the  American College of Emergency Physicians 

recently and it is now clear you can in fact die from tru e ph arm a

cological overdose. If somebody takes  a half gram or gram of m ate 

rial, you prim arily  die from resp irato ry arr est  or they  may die 

from seizure on top of seizure. You can die from true pharmacolog i

cal overdose. I thi nk  most of the  deaths we have seen, deaths from 

drowning, the  deaths from not being able to respond appr opri ately 

to immin ent danger . In a study of 30 chronic  users, followed o ver a 

4-month period, three of these  have died from PCP and two by 

drowning, one by fire.
With the  advent of poly drug abuse, the  widespread expe rime ntal  

and long-term use of phencyclidine has expanded at an alarmi ng 

rate. The large quan tities of phen cyclidine that have been recently  

confiscated by law enforcement officials in California alone, com

mensurat e with the  reported Drug Abuse Warning Network “me n

tions” and associated  deaths, are convincing indicato rs of a serious  

drug problem. Of part icul ar concern to the  law enforcement  com

munity is the  upsurge of phencyclidine  related crimes, including 

rapes, child and wife abuse, and the carrying  of weapons by users  

to protect themselves from their imagined enemies.
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Phencyclidine was developed by Parke, Davis & Co. as a nonnar
cotic, n onbarbiturate, intravenously administe red anes thetic  agent 
and marketed unde r the  name Sernyl. Init ial clinical  studies on 
humans were begun in 1957. Doses of 0.25 mg/kg given intrave
nously produced an esthesia  sufficient for minor and major surgery. 
Because the drug produced postanesthet ic confusion and delirium 
of prolonged duration in some cases, clinical investigations were 
discontinued in 1965. In 1967, phencyclidine became commercially 
available under the  trade name Serny lan for use in veterinary 
medicine.

Stre et preparations of phencyclidine  have continuously changed 
by name, physical form, and  purity. Many of these street names 
are  reg ional while oth ers are  na tional in scope.

Phencyclidine  is sold on the  west coast by such labels as angel 
dust, cannabinol, crysta l, PCP, and THC. In the Midwest, among its 
street  names are DUST, TAC, and TIC. On the eas t coast, phency
clidine is sold as angel dust , erth,  green, KW, and sheets. It has 
been identified in stre et samples sold under 46 d ifferent names, the 
most consistent misrepresen tation being “THC.”

The crystall ine or gra nu lar  powder form is found most frequent
ly as crystal or angel dust , which usually  conta ins 50 to 100 per
cent phencyclidine. Found under othe r names the  puri ty drops to a 
range of 10 to 30 percent. Most tablets  contain approx imately 5 mg 
and tend to range  from 1 to 6 mg. Leaf mixtu res have been found 
to contain between 0.24 to 7.9 percent phencyclid ine averaging 1 
mg phencyclidine per 150 mg leaves.

Phencyclidine can be taken orally, by inha lation, insufflation, 
and by injection.

Phencyclidine was f irst seen illicitly in Los Angeles in 1965. Two 
year s late r it appeared  in San Francisco under the  guise of the 
“PeaCe Pill.” By 1968, it was seen on the  east  coast as “Hog.” The 
N-ethyl analog of phencyclidine,  PCE, cyclohexamine  appeared  in 
1969 in Los Angeles. Due to the  “ripple effect” phencyclidine ap
peared  in five States from California  to Maine by 1972. The follow
ing year,  it was seen in 17 States, including Texas. In 1974, the 
thiophene  analog of phencyclidine, TCP was first  identified in 
Hawaii. Tha t same year, phencyclidine had spread into another 
four State s including Indiana,  Iowa, and Virginia. The use of phen
cyclidine had spread into Maryland,  New Jersey, Utah, and 21 
other States  by 1976. During 1977, phencyclidine  appeared in 29 
States . Between 1972 and 1978, phencyclidine was identified in 
street samples received by merely one drug analysis program in 
California as being in 44 States .

Phencyclidine use at the  time of the National Youth Polydrug 
study occurred primarily  among the white subu rban  population. 
Phencyclidine is being added to an already exist ing patt ern of 
mult iple substance abuse. Two-thirds of those pat ients who ever 
tried phencyclidine used it at least weekly. Self-destructive  behav
ior is also much more prev alen t among the  phencyclidine  user 
compared with the  nonuser. The phencyclidine users were also 
found to have a more extensive involvement in the  criminal jus tice 
system and more dysfunction  in the educational process.
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The information needed for th e prep arat ion of phencyclidine was 
reported over 50 years ago. Piperidine and cyclohexanone are  two 
of the major chemicals  required for production.

Piperidine believed to be the  most guarded reagent and the  
easiest to trace,  remains  available to illicit  drug man ufactur ers 

. willing to pay as much as $1,000 per kilogram for a nontraceable
bottle. Illegal laboratorie s containing as much as $25 million in 
street  value worth of phencyclidine  have been discovered in various 
areas throughout the  United States.  The las t major seizure in Los 

• Angeles—1977—yielded 900 pounds of phencyclidine.
For $625 worth of chemicals an illicit man ufactur er can net  

$225,000. Phencyclidine sold as angel dust  is packaged in foil bin
dles and zip-lock baggies. In bulk form, it generally sells for $125 
an ounce. The more common foil bindles sell for $10 and weigh 
approximately 1 gram. Tablets infrequently sell for $2 to $4 each. 
Liquid phencyclid ine is genera lly a clear  fluid found in 1-pint ja rs 
which sells for $300 to $1,100. In addition, phencyclidine has been 
used to adu lterate  commercially manufac tured cigare ttes by dip
ping them into liquid phencyclidine. These cigarettes are  sold for 
as much as $20 each.

New problems have surfaced in communities in direct proportion 
to the frequency and regularity of phencyclidine abuse. Violent and 
bizarre behavior  is seen in the  home, in public places, and in 
schools, often disrupting education. Young people exhibi t unex
plained speech problems, memory loss, thin kin g disorders, perso n
ality  changes, anxie ty, severe depression, suicidal and homicidal 
tendencies.

An increasing num ber of young people appearing  violent, bi
zarre, unresponsive, extremely confused, or acutely psychotic are  
seen in local emergency rooms. Police report erratic  driving and 
inappropr iate behav ior following automobile accidents in individ 
uals who have no evidence of alcohol or sedative-hypnotic inges
tion. On toxicological examination  only the  isolated presence  of 
phencyclidine is often discovered.

Young people who are  observed to be highly  intoxicated in public 
are  often arre sted  for sale, possession, and being under the  influ 
ence of phencyclidine. In addition, an increasing  number of refe r
rals by family, friends, and the criminal justi ce system are  made to 
community drug abuse  programs in an effort to deal with this  new 
drug problem.

The following are typical cases th at  illu strate  the problems seen 
in youth on phencyclidine.

CASE 1
A 15-year-old m ale was found by police in a field with no c lothes 

on, hanging on a barb wire fence. He was disoriented and incoher
ent  upon questioning. A physical examination revealed a confused, 
disoriented  youth  with inflamed eyes, bloody mouth  with an upper 
incisor missing, mult iple scratches on the  tru nk  and scratches and 
lacera tions of the  extremities. Fluc tuat ions  in orientation were 
observed over the  next 7 hours rang ing from cooperative and ale rt 
to unarousable. Prior to being discharged , the  pati ent stat ed th at  
he “smoked some phencyclidine  and got awfully stoned.”
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CASE 2

A 16-year-old female smoked “a crystal  joint” while at  school and 
began acting bizarre. School authori ties  notified her  mothe r who 
brought her to a local hospital. On admission, she was dazed and 
unable  to recall who gave her the  drug or how much she had 
taken.  Toxicology was positive for phencyclidine only.

CASE 3

During  the summer, a youth gave a pool par ty while his parents 
were away on vacation. A 17-year-old female guest  was discovered 
at the  bottom of the swimming pool. Post mortem  examination 
revealed no head or neck tra um a and the  isolated presence of 
phencyclidine  in the urine.

The confusional state induced  by phencyclidine is characterized  
by disorientation, agita tion or excitement, and a “blan k sta re” 
appea rance  in a patient who is noncommunicative. These patien ts 
are grossly ataxic and exhib it horizon tal and vertical nystagmus— 
jerky movements of the eyes—on testing. Muscle rigidity may be 
present.

In phencyclidine stupor or coma, the  eyes may remain open, 
although the patie nt is unresponsive to deep pain. Spontaneous 
nystagmus, “purposeless” movements, facial grimacing, and muscle 
rigidity on s timulation are  ch arac teris tic findings.

The most characteris tic fea ture  of the  high dose oral ingestion is 
the prolonged recovery period marked by confusion, disorien tation, 
agita tion, ana rth ria , and int erm ittent somnolence; followed by de
pression, irrita bility , and emotional lability.

In our intensive  study of 30 chronic users, 80 percent considered 
the ir firs t phencyclidine experience to be pleasant  and wanted to 
take  the  drug again. They found it fun, exhi larat ing,  and felt 
happy or euphoric. For many, it seemed to  be a perfect escape or a 
dream world. Users also experienced a feeling of supe r strength 
and endurance.  They used such descriptions as “powerful,” “superi
or,” “bursts of energy,” “like God was with me and I could move 
mountain s.” There was a loss of inhibitions. These users  reported 
difficulty in doing things; one had “to thin k about  moving or 
talk ing.” They said feeling restl ess and nervous usual ly occurred 
while using phencyclidine.

Tolerance to the effects of th e drug appeared to develop. Initial
ly, users would ge t “high” aft er two or thre e puffs on a phencycli
dine jo int,  following a  1-week period of daily use they  required one 
hal f to 1 joint. After smoking for a period of 2 to 6 weeks, most 
individuals used one or two jo ints  at a time. Some users  reported  
being able to smoke up to one-quar ter gram of street purchased 
material at one sitting,  following several months of regular daily 
use.

One of the most alarm ing concerns  we have about phencyclidine 
is longtime effects we have seen with chronic users, and what I 
mean by chronic users is somebody has used PCP for at  least 3 
days per week for a period of 6 months or more. When they 
discont inue all use of the  drug, we see difficulty with speech, with 
memory, with concentrat ion. We see periods when they are  bizarre,
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violent, amnesia , and this may persis t up to 4 or 5 years aft er the y 
have discontinued a ll use of the  drug.

Senator Hathaway. Comparable to LSD?
Mr. Lerner. No, it is not. You do not see the  effect with LSD 

lasting as long. If you take a look at amphetamines, for example, 
somebody who is psychotic, you could put them  on secured wards 
in a hospital where they do not  have access to amphetamines, and  
within  7 days they  are alert and oriented . They may be severely 
depressed as a result of postamphetamines depression but  they  are  

e oriented. With phencyclidine  it takes anywhere from 2 to 6 weeks
of in-patien t hospita lization before the  individual sta rts  to clear, for 
a small percentage of young people who become psychotic and it 
looks like they do not retu rn to normal. It looks like they  remain 
that  way. Chronic users also repo rt pers istent problems, not only 
with memory and speech, but difficulty with  the thinking  process. 
And again, this  is afte r long periods  of abstinence. Users complain 
of s tutterin g and ability  to speak and difficulty with articula tion , 
and again this  lasts  for many years  in some cases after they
discontinue  th e use.

Anothe r major concern is the  violence th at  we are sta rting  to 
see.

A large num ber of deaths have occurred in association with  
phencyclidine intoxication. One thing is drownings. A lo t of t imes  
this may occur indirectly as a resu lt of improper managem ent by 
law enforcement personnel. One example  was a young 17-year-old 
woman who was driving a car eradically and police pulled her  over, 
and as they atte mpted to arrest  her  for driving unde r the  influ
ence, they also cited her for resist ing arrest . She was intoxicated 
on phencyclidine. Rather  than being taken to an emergency room 
for a medical clearance, she was taken directly to the  ja il facility. 
As pa rt of the  booking process, she was left unat tended in a shower 
and drowned in  3 inches of water.

The majority  of phencyclidine death s have been asphyxia by 
drowning or traum a, circumstantial  evidence suggesting that  d eath  
was secondary to behavioral toxicity. Users often canno t perceive 
the ir limbs in rela tion  to three dimensional space and cannot re
spond appropriately  to imminent danger.

Other individuals have died from no app arent cause and the  
presence of phencyclid ine in high concentra tions  const ituted  the  
only positive finding. The most probable cause of death in high 
dose phencyclidine  intoxication is prim ary respi ratory depression.

Many phencyclidine users repo rt swimming while intoxicated 
because they experience unusual but  plea sant  sensations from the

* water.
Suicide by self-inflicted traum a or a massive oral overdose of 

phencyclidine occurred among chronic users  who became moody or 
severely depressed. It is the chronic user who is usually in posses-

* sion of large amounts  of phencyclidine. They report that  a chronic 
user will do a lmost  anything to ge t t he drug. Threaten ing behav ior 
or violence has increasingly resulted in provoked homicide.

Phencyclidine deaths nationally appe ar to be on a dram atic  in
crease. In Los Angeles alone, the  coroner’s office reported 20 phen
cyclidine rela ted deaths in 1976 and 66 in 1977. There were thr ee  
separate phencyclidine related murders in San Jose recently.
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Nationally, phencyclidine use appears to be a serious new drug 
problem. Factors contributing  to its increas ing popularity include 
the users ability  to control the  dosage, an understanding of the 
immediate effects, and its availability .

Phencyclidine related problems have surfaced as tips of icebergs, 
the underlying  causes hidden  from public view. The problems «
emerge in the form of speech difficulties, memory loss, think ing 
disorders, personality changes, paranoia, severe depression, vio
lence, accidents, suicides, and homicides.

In conclusion, the evidence cur ren tly  available supports the as- *
sumption that  i f there is a solution to the problem of phencyclidine  
abuse, it is in part,  bett er contro l of the prim ary chemical precur
sors.

Thank you.
Sena tor Hathaway. T hank you.
Dr. Shankman.
Dr. Shankman. Mr. C hairman and members of the committee, I 

am the  executive director  of Second Genesis, a therapeutic  commu
nity in which the  three residents who appeared before you today 
are  cur ren tly receiving reha bilit ation. I am qualified as an adul t 
psyc hiat rist and child and adolescent psychiatrist. Mr. Lerner ad
dressed some of the historical even ts related to PCP a nd phencycli
dine. If you look at  the history,  you will find drugs in general have 
been around for a  long time. In the  e arlie st recorded history in the 
seventh century  before Christ, the re is documentation that  there 
had been drug  abuse. As a ma tte r of fact, in our own country, 
during the  Civil War days, the re was morphine addiction. It was 
about th at  time that the oriental  labore rs had come and introduced  
opiates; the  hypodermic syringe was introduced short ly after that 
time; every carnival barker  would claim his produc t could take 
care of all illnesses. Of course, when one would take  it he was 
relieved. Morphine  was an essentia l ingredient; it would mask the 
pain. As a ma tte r of fact, when the  Germans came out with heroin 
in 1901, the  medical communities  throughou t the  world were ec
static because here was a chance to fight morphine addiction. We 
have learned wha t “replacement the rap y” does. The reason I men
tion the  histo ry is th at if we know in general that  drugs have been 
around for such a long time, why now—why now does the re seem 
to be such a concentration on drug abuse in kids? Today we focus 
on PCP, one of those drugs. In my opinion, one of t he reasons is 
the re is an emphasis on the avail abili ty of drugs. There  is h ardly  a  
high school or junior high campus in this count ry where young
sters  do not have access to drugs , as easily as you and I have access •
to c igarett es.

I am not j us t talking about the  ghettoes of New York and Wash
ington and Los Angeles. I am talk ing  about such places as Arizo
na—even in small towns. These kids have access to drugs. *

Another reason: In my opinion, we are hearing  so much about 
drugs now. It is a dominant characteris tic of contem porary  life. We 
live in an age of chemicals. You have only to turn  on the  televi
sion, and Madison Avenue will lead one to believe th at  you were 
not “with it ” unless you were actively involved in taking some kind 
of chemical.



23

In adolescents’ search for chemicals, frequen tly, rebellion is one 

of the manife stations  of his way of gaining some awareness or 

coming to terms  with his own identi ty. Unfo rtuna tely, drugs are  

used for tha t purpose.
It is my opinion th at  ther e is in America  in parti cular, some

thing I refer to as “hedonistic  lifestyles,” something tha t I have 

come to label the  Ameri can dilemma. So many paren ts in this  

coun try are determ ined th at  the ir children shal l have every thing 

th at  they did not have, that they deprive the ir children  of some

thing they did hav e—responsibility.
As a  psychiat rist, I t ell you, if  you w ant to see a frightened child, 

show me an undiscip lined one. You canno t expect any youngster, 

any  young adult, to be independent and responsible without self 

discipline and a cer tain  degree of responsibi lity. Now, why do 

youngsters tur n to PCP, part icula rly in view of wha t Mr. Lern er 

has described about some of the dreadful and unpleas ant effects, 

and some of th e things you heard  from users  this  morning, or ex

users?
One of the reasons th at  a novice user uses PCP is tha t he does 

not know what  he is taking . It is absolu tely fascinating—if you 

speak to the young population  group, they  are  terr ibly  afraid of 

narcotics, but they seem indiffe rent to PCP. And yet as a physi

cian, the effects of PCP are  far more frigh tenin g to me.

The adolescent age group are very much concerned about peer 

acceptance. Many of the  families just are  not fami liar with the 

danger s of this drug.
Another reason kids are  turn ing to PCP is the  availability . As 

has been reported by Mr. Lerner’s group and others, from $600, 

you can get something like $200,000 profit. Needless to say, with 

the  people willing to produce it, the re are  even more people willing 

to take  it.
What about those more famil iar with PCP? Why would they tur n 

to it?
One of the thing s about PCP is th at  you get a most unpredictable  

reaction.  There is a tendency, we have found, with the users of 

PCP to forget some of the  horrors  th at  occurred  when they were on 

it. The inexact na tur e of PCP for many users are  the reasons they 

will tur n to it.
Anoth er reason people tur n to PCP is th at  one gets immediate 

gratification.
Now, what are some of the danger s of PCP, part icularly  from a 

therapeu tic and clinical  point of view.
We have found, as othe rs have, th at  individ uals who are predis

posed to schizophrenia are  very susceptible to this  drug.

One of the thing s th at  frightens me most about  PCP is th at  it 

potentiate s a central  nervous system depre ssant.  Now, it is unu su

al, certainly, in our experience, to find th at  a youngster will use 

PCP alone. He usually will use it along with alcohol, barbitu rate s, 

et cetera, all of which are central nervous system depressants. 

When he uses this drug, it is in and of itself horrendous —but  when 

he uses it in combina tion with othe r drugs, he poten tiates a central  

nervous system depre ssant .
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One of  the central dangers that  has been mentioned by residents 
this morning is tha t one cannot distinguish fantasy from reality 
when under the influence of PCP.

One of th e things that  frightens me par ticu larly  about this drug 
is the high rate  of deaths  by accident and by violence. This is a 
drug th at  concerns me more by the behavior  that  it produces, 
rat he r tha n by the  pharmacological effects of the  drug itself.

I am less concerned about  drug  overdose. I am more concerned 
about the  serious dangerous behav ior that  occurs when the  individ
ual is on the  drugs because violent behavior is a lmost always seen.

As a physician, I raise the  question: Why should you gentlemen, 
legislators, our country’s leaders, be concerned and interested  in 
this problem? I implore you to be concerned because, in my opin
ion, next to mar ihua na and alcohol, PCP is probably, to the  most 
exten t, one of the  most dangerous drugs on the street  today. It is a 
drug used to mask underlying depressions; and it is a drug about 
which people know very little. You should be interested because 
PCP is probably the most appea ling drug to the younger population 
groups.

Users range  in age between 15 and 25 years. In our program we 
find that  about 20 years of age is the average age. This is a time in 
terms of psychological and  emotional development th at  is the most 
vulnerable years, the most c rucia l state of life.

We have found that  PCP, although used by prim arily  white 
males or affluent users, transcen ds all socioeconomic, ethnic, and 
any other lines. It is used by all.

The cost is something that  should concern you, not only in eco
nomic terms , but in human values as well. It is a drug  that is not 
only self-destructive, but one around which there is much societal 
disin tegra tion as well; because PCP usage is a self-imposed prob
lem, it is very hard  to  mus ter the  general  public to be sympathet ic 
to a PCP user. Unlike cancer or retardation, which are  not self- 
imposed problems, tryin g to get  people to understand, to listen, to 
support helping  these youngsters is a difficult task. But it is my 
experience,  gentlemen, that  it is as unwise medically as it is eco
nomically to ignore this problem, even though it is a self-imposed 
one.

We should be interested  because PCP is a frigh tenin g model of 
what can happen when a pote nt drug is easily synthesized at low 
cost from easily available chemicals.

Mr. Lerner addressed some of the  symptoms, and I will not go 
into all of those.

Regarding t rea tment —in the  acute  phase of treatm ent , whatever 
one’s orien tation must be, it is my opinion that  it mus t be dealt 
with in a drug-crisis center or hospital emergency room. There are 
roughly three essentia l phases  in that  acute stage, and without 
belaboring the  point, I would say there are about  5 days of violent 
psychotic behavior, about 5 days  of restless behavior, followed by 4 
to 5 days of improvement  of thoug ht disorder.

This varies  from patient to patient.
One goes from a mild exci tation  to cataton ic rigidity, to coma 

and stupor . During this  acute phase, it is imperative tha t the 
individual be handled in an emergency room or some sort of simi
lar  medical facility.
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Mr. Lerner gave you an example of wha t happen s when people 
are unaware of tha t.

What happens aft er this acute phase ? What about chronic users, 
chronic producers?

It is my b elief th at  when one approaches drug usage in term s of 
therap y, you must  think of drugs as a symptom of an unde rlying 
disorder. Drug abuse is a symptom of a problem. It is not the  
difficulty. A psychotic can use drugs, a neurotic can use drugs, a 
character disorder can use drugs, and so on. You must find out of 
wha t t he drug usage is a symptom.

Second Genesis, is a  t hera peut ic community. As its name implies, 
it is a program th at  offers a second chance to young men and 
women who have been involved in this  negativ e lifestyle, and it 
offers them  an oppor tunity  to tur n the ir lives around.  It is a  highly 
struct ured,  nonpermissive, 24-hour-a-day resid entia l tre atm ent pro
gram. There are  no chemicals used.

As I related to you in the history, we learned from history th at  
replacing one drug with anot her has no purpose in long-term tre at 
ment.

There are card inal  rules. There  is no violence or thr eats of 
violence in this  program. It is a program th at  is based on the  
concept of self-help and the dignity of labor. Whether irresponsible 
behavior was a res ult  of despair, sadness or even boredom—as you 
find among the  more afflue nt—at Second Genesis we believe th at  
irresponsible  behavior is a vehicle of damage and self-destruction. 
There is a basic axiom in psychiatry: You never take  something 
away unless you h ave something bet ter  w ith which to replace it. To 
say t ha t drugs do no t work, unfort unately, is not true. Drugs would 
not have been arou nd throughout histor y if th ey served no purpose.

At Second Genesis, we replace drugs not with other drugs, but 
with a chance for a real “high.” We provide an alte rnative  to the  
self-destructive lifestyle.

In our program, and in programs such as ours, in the the rapeuti c 
community, we help others  grow. We operate on the  premise th at  
choice, responsible choice, is the hal lma rk of freedom. We use the  
past in our ther apy , both individua l and group, not as a cesspool 
from which to borrow, but something from which we learn.  Resi
dents learn  to make  responsible choices and to accept the  conse
quences of those choices.

An individual  cann ot become a responsible individual with out 
self-discipline; thes e are things  th at  these  young men—such as 
those who appeared  before you this morning—have learned.

In the phases of trea tme nt, it is our belief th at  when a person 
first comes into any  treatm ent  facility a diagnosis is imperative; 
you have to underst and  what you are  doing, because not everyone 
is a candidate for t he  therapeu tic community . Once he comes to us, 
the first phase is the  induction phase, which lasts 3 to 4 weeks. 
During this time, they  are learn ing to conceptualize. There is a 
very careful screening process. There  are  staf f meetings duri ng 
which appr opriate treatm ent  plans —th at  include both individ ual 
and group the rapy and family the rapy—are determined. Phase I, 
which lasts about  a year, places emphasis on life within the  th er a
peutic community , and during  this  time, while they are gett ing
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individual  and group therapy,  we specify work in depth,  in reeva
luat ing and setting up tre atm ent plans.

After this  period of time when the  individua l has reached  this 
point, he enters phase II, which lasts about 8 months. It is during 
this phase of therapy—which we refer to as detoxification—in 
treatm ent that  the individual must  learn  to live in the  world 
outside, the  one upon which he was previously parasi tic. While he 
is living in the facility, he works outside, and/o r goes to school. 
There  is tremendous emphasis on occupational, vocational, and 
educational programs, all of which is in the service of rehabilita
tion. When he or she shows responsibility,  he sets up his own bank 
account, exploring job skills and  social skills. They the n move into 
the  final phase of the program, which is phase III.

During  this  time, they live out; they go to school or work out, 
and they  come back to us for their  group or individual trea tment; 
during this  time in the ir the rap y they talk about  the changes tha t 
they encounter during  this  phase of th eir  growth. And when they 
have their  confidence, they graduate.

The average  length of stay is about 18 to 24 months.
Again, remember the  populat ion with whom we deal is primari ly 

the  cha rac ter disorder, known to you gentlemen perhaps as the 
delinq uent or incorrigible. You have to work with them  in a special 
way because of the  dynamics of the ir problem which I shall  not go 
into a t t his time.

What about  the success of th is therapeu tic approach?
Gentlemen, perhaps the best evidence of success was demonstrat

ed before you this morning by the  presence of these three men. I 
wish you could have seen them  when they firs t came. They could 
not art icu late  a sentence; they  were frightened; they  were over
whelmed; they were nonproductive; they were involved in negative 
lifestyles, quite typical of th e othe rs who come to us in that  state.

You have seen these young men emerging.
We have 151 gradua tes; among that  number , we have rarely 

found a return  to a negative  lifestyle once they graduate . Recidi
vism—less tha n 10 percent.

How do you measure  success and what  are some of the measures 
of success?

A study was done by the  Northe rn Virginia Community, by an 
independent study group, the  Plan ning  Distric t Commission, who 
conducted an “at-random” review of the cases of individuals who 
left the  program—whether  at  graduatio n or during the  program. 
This was the ir conclusion. They used several variab les to measure 
success: How long did these individuals remain drug-free once they 
went back into society? Were they  involved in criminal behavior 
again? What was their employment record? They found that as 
long as an individual stayed in a program like this for at least 6 
months , the  program had substan tial  impact  on these  three varia 
bles th at  I mentioned to you. The longer one stayed, the more 
favorab le the program was on his tota l rehabilita tion.

What  are  some of the problems that one encounters in tre at
ment, part icularly  with  a PCP individual?

It is my experience that  t he worst problem with which one must 
contend is the  denial of the pare nt. As parents, we frequently  see 
our child ren as extensions of ourselves; whether it is out of guilt or
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out of a sense of futi lity, we a re afraid  f requently  to  admit we have 
a problem because th at  means we have failed.

Let me give you one dramatic example of what  happened.
I appeared as a guest  at  one of the  most prestigious eastern 

schools. My host was chairman of the dep artm ent of sociology at 
this  school. At the end of the  lecture, a par ty was given in my 
honor. My host asked whether I could speak to his son, not a long
hair ed hippie type, but a fine, handsome young man who was going 
to one of the other  Ivy League schools.

While I was speaking to this  youngster, he said he was writing a 
paper on drug abuse. I asked this youngster:  “I am going to ask a 
question; you do not have to answer; but  I feel you are on drugs.” 

“Are you?”
And this young m an began to cry and he said, “yes.” He was. At 

that  time, he was experimenting  and he was on PCP and some 
other drugs. I told him th at  I thought it would be advisable that  
one of us speak to his father. With reluctance,  he let me speak 
with his dad, and I told him that his son had a difficulty; that  I 
thou ght  this young man should get help. The father, an educated 
man —one of the best known professionals in this  coun try—turned 
on me as though I were a viper. “Who do you thi nk  you are? My 
kid does not have a problem. He is going to school. He is in college. 
He is not one of the ‘hippies’ you tre at in your program.”

I told him that I could understand his concern, but  his kid was 
put ting  up a plea for help. Please help him.

About 6 months later , I received a letter, a ra ther  sizable check 
to the  Second Genesis program, a newspaper clipping, an obitua ry 
of a boy who died by drug overdose. A note, unsigned, from his 
father, that said, “Forgive me.” I experienced no sense of satisfac
tion th at  I had warned him. It was only an incredible feeling of 
incredib le waste. Here is an educated family, probably the type of 
family where kids would tu rn  to PCP all because of ignorance and 
unwillingness to look at  the  problem. Paren t denia l is one of the 
greates t things  we have to face.

Another problem we encounter is gett ing the  individual to the 
appropriate treatm ent  source, with the  support of his family and, 
when necessary, the court.  Again, I think  this  has to do with 
parental denial.

One of th e grea test problems t ha t one has in dealing with PCP is 
understanding  that these individuals experience disturbances long 
afte r they stop taking the drug. They are  subjec t to recurre nt 
doubts of anxiety and depression  and occasionally one might get 
sporadic outbreaks of violent behavior.

Gentlemen, I recommend to you these things:
Firs t, the importance of drug education  and awareness. Let me 

explain what I mean.
I wish sometimes they  would put a mora torium on “drug educa

tion,” for uninformed people to go in to school to try  to teach kids 
about  drugs.

These kids—such as these who appeared this morning—are very 
knowledgeable. Ex-users can teach awareness of that  par t of this 
problem that is not so neat; they can convey the kind of thing that  
can happen.

33-300  0 - 7 3 - 3
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We have found that the  best  educators are our residents them
selves. They went into the  schools of north ern  Virginia, for exam
ple, an d they spoke to the  kids—when I, an adu lt professional goes 
in, students  could care less about what  I have to say. But when a 
kid—such as those who appea red before you today, who were on 
the  baske tball team, football team—points out to them  it is not so 
“cool”, and do not talk  about the  glamorous and excitement of 
PCP, but the  other side, to help  them unde rstand what can help, 
the  students  find it very useful.

In appreciation, the kids of no rthe rn Virginia schools got togeth
er, put  on a play, and all the proceeds went to the  House. We 
would not accept any payment for that service. We felt this was 
“pay back” to the community.

Another recommendation I make to you is that tre atm ent pro
grams are  essential, programs such as ours, and others. Retribut ion 
is not therapy. The problem with  incarceration is th at  when you 
take  these  people out of society, you do not alter the ir behavior, 
and when they return  to society, the rate  of recidivism is in excess 
of 95 percent.

School systems need more structure. In this  m onth ’s issue of The 
Washingtonian  magazine the re is a  discussion of what is typical in 
the  gre ate r Metropoli tan Washing ton area.  People find classes 
boring, easy to skip, and the re is not enough parental concern 
about stud ent motivation.

The teac her  is so overwhelmed, very littl e is done. As I told you 
before, if you want  to see a frigh tened  child, show me an undisci
plined one. There has got to be some way that  more structure  can 
be introduced  into the school system.

I think  it is most imp ortant  that  we provide followup studies, 
evaluation programs such as ours, and others.

Sena tor Culver. What do you mean by more struct ure  in the 
school system?

Dr. Shankman. If a kid skips class, t here are very few sanctions 
which are  imposed. If you read this article—in the  Washington
ian—which I expect is very typical, the teachers feel the  parents 
are  not going to do anything anyway, and the  teachers  feel they 
have to be psychologists.

Many times in school systems they adhere to the “laissez-faire” 
policy—you cannot do any thing anyway; why bother?

There  are  very little  discip linary  actions that are  imposed in 
schools on kids t ha t skip. One of the  things  that  we have is t ha t if 
a youngster makes a choice, responsible or irresponsible, he should 
be held accountable  for th at  choice. This is rare ly done in the 
schools today. There is very litt le monitoring, and if you were to 
read this  article , I thin k you would get a view of wha t is happen
ing, and I suspect this is typical of other campuses througho ut the 
United States.

Regarding these followup studies about which I spoke, they are 
the most costly of research studies because you are bound by the 
mandates of confidentiality and, because of tha t, it requires far 
gre ate r involvement and therefore greater  cost.

Gentlemen, it was not a psychologist, but a philosopher who said 
that  if man has a “why” for which to live, he will find the  “how.”
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At Second Genesis, we know the “why” that  we must  exist. Our 
program at Second Genesis merely provides us the  “how.”

Thank you.
Sena tor Hathaway. Thank you very much.
I g ather that both of you would say that  PCP is not an addictive 

drug  physically; is th at  correct?
Mr. Lerner. Not physically  addictive. I do not think  there is any 

question about psychological dependence of the  drug; users talk  
abou t craving the need and  will really go out of the ir way to obtain 
the  drug, really at any cost. In California it has  even been intro
duced into the penal system where they  will take commercially 
manufactured cigarettes  and dip them in liquid phencyclidine and 
the n take  them in a t visiting times.

Senator Hathaway. From a practical viewpoint, what  difference 
does it make whether it is physical or psychological if they feel 
they  have to have it?

Mr. Lerner. With the  chronic users, they  initially  reported  that  
one or two puffs on a  jo int  would get them  high, and afte r using it 
for a period of a week, they  would need to smoke a hal f join t or a 
joint.  As they continue to use it regularly, they  would have to 
increase the amount of materia l they  were using to maybe two or 
three joints. In the  research  tha t was done, 20 milligrams would 
render  somebody unconscious for 45 minu tes for minor or major 
surgery , so they are  using a t remendous amount.

Dr. Shankman. You are  correct in th at  from a functiona l point 
of view, whether something is psychologically or physically addict
ing, it is still a very gre at problem with  which you must contend. 
PCP is not addictive in the  physical sense in that  if you take  the  
drug  away, you get withdrawal system—it does not happen with 
PCP. It is of s ignificance in terms  of how you approach it medical
ly-But in answer to your  question, your observa tion is quite correc t 
th at  ju st because it is not physically addict ing does not mean th at  
psychological addiction is not a very serious problem.

In the  lite rature  which I told you about, this  professor whose son 
died of a drug overdose, tha t was his argument, and when I pointed 
out his son was on PCP, he said: “I t is not hero in.” I th ink  tha t has 
something to do with the  fact that people—and as I stated ear lier  
in the  testimony, kids are  not afraid  of PCP; they  do not know the 
side effects. Yet they  a re frightened of narcotics.

As the young men who appeared before you today, they are  
sophisticated in street  term s of what is available and they have a 
way of blocking tha t out.

Educate the parents about  negative, not positive effects of PCP.
Senator Hathaway. You have diffe rent tre atm ent modalities for 

PCP than  you would for LSD?
Dr. Shankman. Again, we are concerned not with par ticu lar 

chemical tha t is used. We see the  drug usage as a symptom of 
under lying disorder. However, in the  approach which is in essence 
the  same, w hether it is an LSD user or a PCP user, you must  keep 
in mind the side effects of the  drugs.

For example, PCP causes long-lasting side effects in some of the 
difficulties that occur late r, and you m ust keep this  in mind durin g 
your therapeu tic approach.
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But in essence, a cha rac ter disorder is a character disorder 
whe ther  he uses LSD or PCP.

Senator Hathaway. You mentioned drug education . Again, I feel 
you are  placing emphasis on peer-group education and not teach er 
education  in  the schools.

Have you had enough experience w ith that  to know whether it is 
helpful or not? I am thin kin g that  our general experience in the 
drug  and alcohol educa tion program is that  they are of doubtful 
value.

Dr. Shankman. It is my opinion, Senator , th at  it has less to do 
with the  educating than it has to do with the educator. When these 
youngsters who are  quite impressive go into the  schools and they 
hold rap sessions with other people the ir age and they  do not  talk 
about  the high they got or the  bad high they got; t ha t turns people 
off; but  address some of the  things  that  happened to them as a 
result of the ir behavior , not the  effects of the  drug—it has had 
enormous effect cer tain ly from our experience in northern Virginia 
and Maryland.

If the  educator is someone who knows wha t he is talking about 
and someone who is sensitive to the feelings—I do not mean to 
imply that adults  jus t by virtu e of being old, they  are precluded 
from the education  market;  I jus t think the  adolescent  marke t, 
peer involvement and peer response is a very important factor.

Sena tor Hathaway. As far as age group is concerned, PCP is 
confined to about the  same age group as other drugs?

Dr. Shankman. No.
In our experience, we have found that  PCP generally appeals to 

a much younger population group. Now, i t is inte resting, about 8 or 
10 years  ago, you could make distinctions among groups of users; 
for example, heroin, I have always found transcended all sorts of 
economic, racial, ethn ic lines, as did mar ihuana . Amphetamines 
years  ago, we have seen mostly affluent users. You did not find it 
in black ghettoes. Now, you find everyone using everything.

With PCP we have found, at least from our stat istic s—and Mr. 
Lern er can address what his experience  has been—you genera lly 
find the  rich, young and  bored, users and as the  more frequent 
users, young, white males.

Wealth  is no pro tectorate, not w ith this  crowd.
Sena tor Hathaway. What is the upper  age limit?
Dr. Shankman. We have  found between 15 and 25 is about the 

range. I th ink that  is the  national range. In our group, the average 
age is about  21.

Senator Hathaway. In your suggestions, you mentioned drug 
education treatm ent  p rograms as t he most effective way is to get it 
at  th e source.

Dr. Shankman. Of course. I did not emphasize that  because Mr. 
Lerner had addressed that.  I was making an addit ional  recommen
dation. Without a doubt, that  is probably the  most important 
factor.

Sena tor Hathaway. Is it so easy that  you can get the chemicals 
to make it yourself?

Dr. Shankman. Yes. I think  you will have people this afternoon 
who will be testifying on this. I am less knowledgeable about how
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available  these chemicals are. But it is my understa ndin g th at  the y 
are  readily availab le, easily manufactur ed, and with gre at profit.

Mr. Lerner. To follow up on tha t, if you saw the interv iew we 
did for CBS’ Sixty Minutes, they  followed the  Drug Enfor cement 
Adm inistr ation ’s seizure of a laboratory in the  Michigan area . The 

- $200 investment in chemicals yielded $200,000 in profits.
In Los Angeles, currently , for appro ximately 625 dollars’ worth 

of chemicals, you could make 225,000 dollars’ worth of PCP, and 
the re are several recipes for $1 ,000 you can purchase on the street; 

• if you can read, you can make phencyclidine, and they are not
experienced chemists  in smal ler operations.

Senator Hathaway. Thank you.
Senato r Culver?
Senato r Culver. On these educatio n programs, when you are  

talk ing about utiliz ation  of peer group activi ties of various kinds, 
how advanced are we now cur rently in our tra ining programs in 
schools?

For example, it is not likely th at  you can orchest rate  the kind of 
stra tegy  th at  will brin g the kind of young men who are here into 
an incredible num ber of school situ ations no ma tte r how gifted and 
committed they were.

Are we doing any thin g with candid films and docum entaries? 
Are we getting  away from the cha rts th at  put everybody to sleep? 
Are we try ing more realist ic methods which reach young people in 
ways t ha t will int ere st them ?

Dr. Shankman. I would be reluct ant  to pres ent myself as an 
auth orit y on wha t is happen ing in the  schools today. I know what  
our involvement in the  schools are and I know what I suggest to 
the  school system in term s of edu cation, coming from the perspec
tive of child and adolescen t psych iatris ts who deal with kids who 
happen to be going to  schools.

It is my opinion and  impression th at  in the  schools today they  
are  feeling so overwhelmed by so many oth er topics th at  drug 
education  seems to go by the wayside. Unfo rtunately , if some of the  
examples in the  curri culum that I have seen are  indicative  or what  
are  used in other school systems, it would bore me to tears,  and I 
suspect the kids find it equally distaste ful—not distaste ful, but less 
informative.

I feel the re is so much to be done. I feel if we pooled our 
resources, the  educa tor, the psych iatris t, and such, and come into 
something  and take  into advisement the  gre atest group of e xperts  
of all, such as those who appeared before us, these thre e young 

» men this morning, th at  type, in advising and  reaching the school
system, you would have  a more effective education program.

Senator Culver. You have been involved in what  has apparen tly 
proven to be a very successful effort at reha bilit ation in this field, 
but I am jus t a litt le surpris ed th at  you hav en’t been involved in 
more communication and coordination with those involved with 
other part s of this  problem.

For example, to come to a Senate hearing  and say we ought  to 
have bett er types of education, but  I have not had a chance to talk 
to any educators abou t this —I do not understand it. I cann ot 
imagine a meeting you would go to any time during a year on this
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subject that  would not properly  h ave educational part icipation and 
involvement.

Dr. Shankman. Yes. I do not mean to imply that the re is not 
communication between educators and therapists.  I jus t feel tha t 
many times—and, again, this is conjecture, because I do not 
know—but  I suspect in many school programs, in setting up thei r 
programs, they  do not take into advisement some of the expertise 
they  have in the community.

I can assu re you, Mr. Culver, reticence is not my strong point, 
and nei ther is subtlety. I express my views. I feel the re is more 
that  should be stressed, and I would hope those sett ing up the 
curriculum  would take thi s into advisement.

Senator Culver. You have not seen a representative  sample of 
the  kind of thing tha t is being used in schools today. For example, 
we could make a phone call today, I assume, and get a pre tty good 
indication  by the end of the day ju st what  is avai lable, if any thing,  
in terms of films in th is a rea.

Mr. Lerner. For PCP specifically there are only two films availa 
ble on PCP and both of those a re rece nt productions.

Senator Culver. Do they use peers talk ing to peers?
Mr. Lerner. In the film, “The PCP Story,” Dr. Stan Burns  and I 

talk  about our experience-----
Sena tor Culver. You are n ot a peer.
Mr. Lerner. There are a num ber  of chronic users in the  film 

that  talk  about the ir experiences and highl ight some of the  prob
lems.

Sena tor Culver. All I am saying is you have said it is a great 
idea to have these young people go in and be living testimony to 
the  dangers of drug abuse; to say, “Look at me; I am a living 
example.” You have all said that.  Tha t is dynamite . You have 
testified  th at  the educational materials that they  are  using do not 
work, that  as far as you know the y bore them, that  they  are no 
good.

My simple question is: Has anybody hired a good public relations 
firm to put  one of these young men  in a realist ic rap sett ing and 
film them  for several weeks and see if they cannot get a good 
docum entary  to put it on the compulsory show list around Amer
ica?

Can we get ther e from here?  Is th at  possible?
Let’s cu t throu gh some of this  nonsense. These poor kids cannot 

do it  on their  own. I know what it is like to go to 12 cities. Are we 
using films this  way? If not, why don’t you pick up the  phone and 
say we ought to do it? Why don’t you be the  ca talyst?

Mr. Lerner. Senator, I th ink  the  two films that  a re available are 
being used t ha t way. They have ju st  come ou t-----

Sena tor Culver. Are those films the ones we are talk ing about, 
where young persons a re sitting there talking stra igh t on about the 
effects of th is drug?

Mr. Lerner. Straight on and candid. You see them  unde r the 
influence of the  drug and see-----

Sena tor Culver. You see them  talk ing afterward  about  the  con
sequences and the ir life and all of tha t?

Mr. Lerner. They are always chronically intoxicated; you do not 
see them drug-free in “The PCP Story .”
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Sena tor Culver. If you do not see them drug-free, you do not see 
them  th e way we saw them here today.

Mr. Lerner. Correct.
Senator Culver. Then  you do not have wha t we are talk ing 

about.
Mr. Lerner. You cert ainly do not have people who are drug-free, 

no. It  is not available.
Dr. Shankman. Mr. Culver, I am delighted  to hea r of your 

enthusiasm about having this done. I can assu re you that  our 
program which is geared  to trea tme nt, is more tha n anxious to 
cooperate, and perhaps you as a legislator can make some political 
impact far grea ter tha n I as a t rea ter  can do in term s of suggesting 
this. I am suggesting it to you. You are a leader of the  country, not 
I.

Senator Culver. You are  the expert on this, and I happen to be 
on five committees—one of which is focusing on this problem.

I do not think  any of us are going to advance t he cause by laying 
off a major problem and  responsibility  on anybody else. Senators 
are  not any smarter the day afte r they  are elected than the  day 
before.

I tell you one thing, if I spent my whole life in one a rea, I would 
like to think I would have been taking the  initiative on a littl e 
bet ter  coordinat ion in a ttacking this problem.

Now, I will be delighted to work with you on this. I will be 
delighted to st art  it.

The thing that  fru strate s me is, we come in here with this  
narrow departmental perspective and splin tered  approach to these  
things,  and we keep saying, education is important; the material s 
we are using now are trash;  and we keep saying it is a lot bette r to 
use this approach. All I am trying  to say is, have you ever tried to 
film this approach so we can have some real  effect and impact? It 
is a simple question.

Mr. Lerner. Senator, for my group, we have published more-----
Senator Culver. You say “yes.” Then I say, describe the film, 

and you say, it isn’t the  same thing you said it was. In your film 
the  young persons are  high on PCP, but  you do not have them 
after they sober up, af ter  they have gone through the  program, to 
the  point where they are  in a condition to real ly talk  about wha t 
they  have experienced.

What does it look like when you s tar ted  to change your life and 
wha t does that mean? What are the  more positive rewards and 
satisfact ions that  you are  experiencing as a result of that  effort, 
th at  serious conversion and the resto ration of a  meaningful, satis 
fying lifestyle? What  are the positive character istics? You do not 
have that on film ye t as far as you know.

I say if you do not have it on film, get it on film, if you think 
th at  is the thing  th at  works best; get it out.

I do not have any other questions, Mr. Chairman.
I do have some to subm it to the record that  I would like to have 

you respond to in writing.
Senator Hathaway. Gentlemen, tha nk you very much.
Sena tor Culver. Our next witness is Mr. Gus Tsavalas. He is an 

inmate at the Federa l Correctional Center at California, where he 
is serving a  3-year sentence for manufactur ing PCP.
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Mr. Tsavalas is cur ren tly  cooperating with the  Drug Enforce
ment Agency on a large-scale  PCP investigation and  he has volun
teered to testify and is before us this morning concerning his 
knowledge of th e PCP trad e. Since Mr. Tsavalas is assisting DEA 
in an ongoing inves tigation , DEA has requested th at  Mr. Tsavalas’ 
face not be photographed. I would ask th at  the  members  of the 
media honor this request.

Before we begin, Mr. Tsavalas, I wan t to assure you tha t under 
the  Constitu tion and the  rule s of the committee, you have certain 
rights , and I want  to make  sure  that  you have been apprised of 
those rights.

Mr. Tsavalas. Yes, I have.
Senator  Culver. You know that you have the  right to be accom

panied by a lawyer if you so desire?
Mr. Tsavalas. Yes, I do.
Senator  Culver. And, secondly, under the  fifth amendment, you 

have the  r ight  to not answ er any question th at  you feel might tend 
to incrim inate  you.

Have these rights  been explained to you?
Mr. Tsavalas. Yes, t hey  have.
Senator  Culver. For the  record, then , Mr. Tsavalas, you are 

appearing here this morn ing voluntarily?
Mr. Tsavalas. Yes, I am.
Sena tor Culver. And you unde rstand that  you h ave the righ t to 

be accompanied by an atto rney , if you desire?
Mr. Tsavalas. I do.
Sena tor Culver. And you volun tarily  waived th at  r ight?
Mr. Tsavalas. I have.
Sena tor Culver. You also unde rstand the  fifth amendment with 

regard to self incrimination?
Mr. Tsavalas. Yes.
Sena tor Culver. In th at  case, would you please stand and raise 

your right hand and be sworn.
Do you swear, Mr. Tsavalas, that the testimony you are about to 

give is the  tru th,  the whole tru th  and nothing but the  tru th,  so 
help you God?

Mr. Tsavalas. I do.

STATEMENT OF GUS TSAVALAS, INMATE AT THE FEDERAL  
CORRECTIONAL CENTER AT CALIFORNIA

Senator  Culver. Mr. Tsavalas , in November 1976, you pled 
guilty  to manufacturing  PCP, is th at  correct?

Mr. Tsavalas. Tha t is correc t.
Sena tor Culver. And you are now serving a 3-year sentence for 

that  crime?
Mr. Tsavalas. T ha t’s correct.
Sena tor Culver. Did you have any previous criminal record 

prior  to this conviction?
Mr. Tsavalas. No, none whatsoever.
Sena tor Culver. Can you tell us how you first  became involved 

with PCP?
Mr. Tsavalas. In 1969, I got involved with it socially through the 

music business. I was in the music business at the  time and got 
involved with a crowd th at  was using it, jus t introducing it. It
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initi ally  star ted on the  social level—parties,  other social func
tions—and it was at the  time beginning to filter into the  music 
business.

Senator Culver. When did you first  begin to manufac ture  PCP?
Mr. Tsavalas. In 1974.
Sena tor Culver. To manufacture  PCP, you had to, of course, 

obtain certain chemicals, is th at correct?
Mr. Tsavalas. Yes.
Senator Culver. What are these chemicals?
Mr. Tsavalas. There are varying formulas or recipes, or what

ever you care to call them.  From wha t I understand there are  
various standard  chemicals that  a re readi ly available or were  read 
ily available unt il recently  in Californ ia—piperidine, cyclohexa
none, sodium cyanide, sodium bisulphite. There a re also two dist inct 
formulas for making t he  same product. One e liminates an involved 
stage by simply buying an already prepared  chemical called phenyl 
magnesium bromide. There are about seven or eight chemicals.

Senator Culver. Which, of the ones you have mentioned,  in your 
judgment a re essen tial to the manufac ture  of PCP?

Mr. Tsavalas. Well, they are  all essent ial, but I would say 
piperidine is probably the  most essential .

Sena tor Culver. How do you spel l that?
Mr. Tsavalas. P-i-p-e-r-i-d-i-n-e.
Senator Culver. How difficult is it  to obtain  these  chemicals now 

on the marke t?
Mr. Tsavalas. In the  open market? Well, depending on the quan

tity that you are inte rest ed in. Naturally,  larg er quan tities are  
more difficult to obtain;  smal ler quantit ies are  available, either  
through the black marke t or through  various reta il chemical 
houses that deal with  universities  and colleges—tha t’s small qua n
tities.  Large quantit ies can be gotten through  forging of or sett ing 
up of a phony company and going to a wholesale chemical house.

Senator Culver. Piperidine is for the  manufa cture of rubber , 
isn’t it?

Mr. Tsavalas. To my understanding, it is for the  manufac ture  of 
rubber and also has a lot to do with  fiberglass  and plastics, and so 
consequently you could-----

Senator Culver. So you could have a bogus company that  pur
ported to be in that  business and try  to order it.

Mr. Tsavalas. A boat  manufac turer, for example—making fi
berglass boats.

Senator Culver. Did any of the  legit imate chemical firms at 
tempt to learn  what you intended to use these  chemicals for?

Mr. Tsavalas. No, th ei r only inte res t was in finding out if I had 
a company so th at  they could sell it to me on a wholesale level 
ra ther  th an sending me to a retai ler.

Senator Culver. So t hey  were really trying to move the  stu ff and  
they  really  didn’t have  any concern about the  legitimacy of your 
operat ion particular ly?

Mr. Tsavalas. Well, in some of t he places I purchased some of 
these  products from, they were even asking me if I wanted  other 
items.

Senator Culver. Which happened to be in yo ur recipe?
Mr. Tsavalas. Yes.
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Senator Culver. Have you ever found it necessary to use any 
subterfuge to purchase these chemicals?

Mr. Tsavalas. Myself personally, no. I have known of subterfuge 
that  was used, anywhere from bribing a shipping clerk to send a  5- 
gallon drum out the  back door, or a 55-gallon drum  out the back 
door, and paying for it bu t giving him a littl e bonus; to setting  up, 
as I mentioned before, a bogus company that would be a front for 
gett ing larger qu anti ties  of the precursors that  a re needed.

Senator Culver. You are  aware  that  there has  been legislation 
introduced requir ing reporting  of sales of one of these chemicals, 
doubling the punishm ent upon conviction for manufac turin g and 
trafficking. In your opinion, would legislation  th at  required  the  
purchaser of certain of th e chemical precursors of PCP, to produce 
some positive identif ication , to establ ish the  legitimacy of the ir 
operation , and to state what they intended to do with these chemi
cals, make it more difficult, to manufac ture  PCP, significantly 
res tra in the traffic in this  substance?

Mr. Tsavalas. Yes, I would say it definitely would, because most 
of your manufacturers  are  what we generally called “weekend 
cookers.”

Senator Culver. Weekend cookers?
Mr. Tsavalas. Yes, because  it is such a relat ively  simple recipe, 

a relatively simple formula, virtually anybody that  gets the ir 
hands on it  can make it. It would definite ly eliminate  those people, 
because they would not be able to purchase the  chemicals or have 
any kind of elaborate false front, a phoney front. It would not cut 
everyone out altogether , but it definitely would be effective in 
eliminatin g most of your  weekend cookers, which I would say 
probably are the majority in the  m anufacturing  end of it.

Sena tor Culver. T hank you. Senator Hathaway?
Sena tor Hathaway. Mr. Tsavalas, you say it is a relatively 

simple recipe. Is it easy to  make?
Mr. Tsavalas. Oh, yes, si r, very simple.
Sena tor Hathaway. Can you describe it briefly?
Mr. Tsavalas. Well, i t is basically mixing the  ingredients that  I 

mentioned earli er in proper order and proper quantit ies—and you 
can use things like ordinary kitchen equipment—corn cookers, por
celain pots, glassware, virtually anything, even to the point of 
using plastic garbage cans to mix the stuf f in. It can be done by 
anyone; I am not a chemist . I jus t picked up a piece of paper, read 
it, and did it—it’s th at  simple.

Sena tor Hathaway. It ’s jus t like a recipe in a  cookbook.
Mr. Tsavalas. Exactly, even simpler.
Senator  Hathaway. How long does i t take?
Mr. Tsavalas. Well, depending  on the  quantity , it can take  

anywhere from a hal f a day to a couple of weeks, simply because 
the re are two basic stages  to making it, and one requires drying 
the  PCC, which is not quite  PCP as yet—and that  is what  takes 
time. But once that is done, then  you can make 50 pounds in 2 
hours.

Sena tor Hathaway. I see. Where did you do your cooking?
Mr. Tsavalas. Well, garages; looked for a house that  was kind of 

away from things—but I have known of people who have gone to 
great lengths  to go find a place that may have 100 acres on i t and
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be away from anybody, or even go get a motor  home and go out  in 
the  middle of the  desert . I know of those instances. A lot of people 
genera lly look for areas tha t are away from population, because 
the re is a definite odor.

Senator Hathaway. I see. So it could be detected fairly easily?
Mr. Tsavalas. Oh, yes, absolutely—you can’t escape the  odor.
Senator H athaway. What does i t smell like?
Mr. Tsavalas. Something licorice possibly—and you have a defi

nite  e ther  odor, because e ther  is one of the ingredients.
Senator Hathaway. And how did you dist ribu te it afte r you 

cooked it?
Mr. Tsavalas. Well, I wasn’t part icularly involved in the  dis tri

bution  of it, but I do know generally  how the  product was distribut 
ed. I t was depending on the form of the  finished product. If i t were 
tableted , it was put into—I am not sure  whe ther  you are familiar  
with seal-a-meal packages, heat-seal things for storing  foods? It  was 
put  into packages like that ; they would seal it to keep the  odor 
from getting out, in approx imately 10,000 tablets per package, and 
boxed and shipped across the count ry to diffe rent States  by eith er 
car or by tra in and on a few occasions I know of by plane —in 
millions of tablets. I know of S tates  th at  it has gone into—it has 
gone into Michigan, it has gone to Oregon, it has gone to Washing
ton, Colorado. I had nothing to do with that  par ticu lar  end of it.

Senator Hathaway. You jus t cooked it up and somebody else 
took i t over from th ere.

Mr. Tsavalas. Yes.
Senator Hathaway. What  was your profit margin?
Mr. Tsavalas. Well, I can give you a gene ral profit margin on 

the  overall picture.
Senator Hathaway. Sure.
Mr. Tsavalas. Again depending on the  quantity . You can make 

approximately  50 pounds of PCP for an overall  cost—and I am 
being a little  bit on the heavy side—of about $5,000 or $6,000, this 
is about 2 years ago, so I am sure prices have gone up since. At the 
time the wholesale price PCP was selling for approximate ly $5,000 
a pound. Now, I would have to distinguish—there  are different 
forms or different end products. You have got angel dust which 
people a re most familia r with, this is the  PCP on mint  leaves; you 
have got what t hey  commonly call salt, which is th e actual finished 
product almost like a powdered milk substance that  you derive the  
liquid from to put on angel dust, and you use for making tablets . 
When I say approximately $5,000 a pound, I am talking about the 
sal t product. The tablets were selling on a wholesale scale of 9 
cents apiece in quantit ies of 100,000 and over. And the cost of 
making them was incidental; when you talk  about 1 pound of salt, 
it will make approx imate ly 50 pounds of tablets .

Senator Hathaway. And tablets were 9 cents each?
Mr. Tsavalas. Yes.
Senator Hathaway. You don’t know wha t each tablet would 

cost, would you?
Mr. Tsavalas. I cou ldn’t break that  down.
Senator Hathaway. It would be less tha n 1 cent.
Mr. Tsavalas. Absolutely. The reta il cost I heard went up as 

high as $1 per table t. That was what they  called a-----
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Sena tor Hathaway. It was a tremendous profit margin.
Mr. Tsavalas. Oh, absolutely. Even in the  salt product there was 

a tremendous profit margin. When you think that  $5,000 or $6,000 
will bring you 50 pounds a t a low price of $5,000 a pound.

Sena tor Hathaway. How about the dangers to the producer?
Mr. Tsavalas. There  are  dangers. I know of situa tions  where 

people went litera lly up in flames, simply because of not taking the 
prope r precautions. Vent ilation is very  imp orta nt—so, consequent
ly, that  is why they look for areas  that are wide-open and away 
from the general  population. The effects other than  that on the 
physical being are  very bad.

Sena tor Hathaway. Smelling  the fumes.
Mr. Tsavalas. Oh, absolutely. I can’t say th at  it is a definite 

aftereffect , but since I got involved with it, my eyes have really 
gone bad on me; I have  never had occasion to use glasses or 
anything else, and I could see the deter iorat ion in a period of a 
year. I don’t know whether an ophthalmologist would agree with 
me about it, bu t that is my own personal opinion of it.

Sena tor Hathaway. T han k you very much, Mr. Tsavalas.
Sena tor Culver. You mentioned,  Mr. Tsavalas, that  you s tarted 

using this socially in the  sixties when you were associated with the 
music industry.

Mr. Tsavalas. Yes.
Sena tor Culver. Did you continue  to use it over the years?
Mr. Tsavalas. Yes, I did. The more I got involved in it, the more 

I got involved in it, if you understand wha t I mean.
Sena tor Culver. How much did you use? I mean  did you use it 

three times a week for more t han 6 months?
Mr. Tsavalas. More th an  6 months definitely. I guess I am more 

for tunate than  most in th at  I have always been able to stop when I 
felt myself going too far. I did use it for—over years, but always to 
a point where I could slow down, back off a litt le bit, and look a t 
myself to see where I was.

Sena tor Culver. You would carefully regulate the  dosage, so you 
were able to slow down?

Mr. Tsavalas. Yes. I guess that is ju st something tha t is like a 
built-in  shutoff mechanism, and I could jus t stop for awhile.

Sena tor Culver. Did you have bad trips?
Mr. Tsavalas. Yes. Initi ally  it  was very euphoric; initial ly it does 

give you a kind of a mild hallucinogenic release,  but you do get 
paranoid, you do get some stran ge ideas about wha t reali ty is. For 
instance, I was defini tely convinced once th at  someone had 
changed the steering wheel on my car, and I couldn’t get convinced 
th at  tha t wasn’t the  case—simple things l ike that .

Sena tor Culver. Did it affect you days afte r you had used it?
Mr. Tsavalas. Yes, your hangover is definitely ther e for quite a 

length of time, even in the  limited quan tities that  I consumed.
Sena tor Culver. Are you able  to get it now in jail?
Mr. Tsavalas. No, a nd I don’t w ant it.
Sena tor Culver. Do you feel that you have got a psychological 

dependency?
Mr. Tsavalas. No.
Sena tor Culver. Is i t availab le in the jai l?
Mr. Tsavalas. No—not t ha t I know of anyway.
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Senator  Culver. From what  you say, a teenager wouldn’t have  
really much difficulty obtaining the  chemicals necessary to make  
PCP.

Mr. Tsavalas. I would say at this  stage, in the kind of quanti ty 
that  they would be making, they would have a very easy time of it. 

- Senator Culver. What  kind of money were you making  a year
when you were real ly producing PCP? And did you go into it full
time and set aside other activities?

Mr. Tsavalas. For a while, it wasn’t full time; then  it got to be 
* full time, yes.

Senator Culver. What kind of money were you making?
Mr. Tsavalas. Well, it was given to me in dribs and drabs, you 

know, $1,000 here, $2,000 there . I would say over a period of 2 
years I made approx imately $30,000, to $40,000.

Senator Culver. Have you ever experienced a situa tion in which 
the chemical supply firm that  you were dealing with may have  
suspected that  you were actua lly involved in the manufac ture  ille
gally of th is PCP and tha t they then raised the ir prices?

Mr. Tsavalas. Yes, oh, yes. I have run  into situations where—for 
instance, sodium bisulphite, which is a food preserva tive, was sold 
at one price if you went in and bought  let ’s say a couple of ounces 
of it, but if you wanted to buy 5 pounds of it or 10 pounds of it, all 
of a sudden the  price got exorbi tant to where  the  price of 5 pounds 
was more tha n you would pay for a 100 pounds from anoth er 
legitimate chemical house or a l arger size chemical house.

Senator Culver. And, finally, wha t diffe rent forms of PCP did 
you produce?

Mr. Tsavalas. Table ts and salt.
Senator Culver. Spread on parsley?
Mr. Tsavalas. No, tha t part I never  got into, although I was 

present when it was being made. Basically, you have got the  basic 
formula which is the  salt, that  is w hat the  othe r finished products 
are manu factu red from; you can make tablets directly  with the  
salt.

Once you ge t beyond tha t you have to go through  fur the r chemi
cal processes to make the concentrate—actually create a liquid 
concentrate from the  salt, and put  t ha t onto your mint leaves; also, 
as was mentioned earlie r, the dipping of cigarette  into the  liquid. 
The salt  is your basis; tha t is where every thing comes from. Some 
other  forms requ ire additional chemical reactions.

But basically you have table ts, you have salt, you have angel  
dust, you have crystal which is liquid concentra te solidified again,

► and also used to sprinkle in cigarettes and  smoked—but  in very
small quanti ties, because it is very potent.

Senator Culver. Thank you very much.
Senator H athaway. Thank you.
Mr. Tsavalas. Thank you.
Senator Culver. I want to tha nk  you, too, for your appe aran ce 

here, and, as was noted earlie r, you have cooperated with the  Drug 
Enforcement Agency on major PCP investigations  and made a 
number of other efforts to rehabi lita te yourself, and I commend 
you for your sincere efforts in this  regard and wish you well.

Mr. Tsavalas. Thank you very much.
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STATEMENTS OF RONALD MELLISH, ASSISTANT U.S. ATTOR
NEY, DETROIT, MICH.; AND MICHAEL GUY, SERGEANT, AD
MINISTRATIVE NARCOTICS DIVISION, LOS ANGELES POLICE
DEPARTMENT 1

Sena tor Culver. Our next witnesses will appe ar as a panel. I 
wonder if they could come up at this time, Sgt. Michael Guy and *
Mr. Ronald Mellish.

It is a pleasure  to welcome you both this  morning to our hea r
ing—Sgt. Michael Guy of t he Administrative Narcotics  Division of 
the  Los Angeles Police Departmen t, and Mr. Ronald Mellish, who »
is t he assis tant U.S. attorney in Detroit, Mich. They are both here 
today to testify concerning the  problems that  PCP creates for the 
police and the prosecutors.

In the  interest of time, gentlemen, I wonder if you could both 
make brief opening statements,  if you would, and we will put your 
full statements in the  record, then  we could proceed directly to 
questions.

So who would like to begin—Mr. Mellish?
Mr. Mellish. Fine, sir. By way of background , I am a former 

special agent of the Fede ral Bureau  of Investigation; I served in 
that  capacity for 6 years . I was an assi stan t prosecutor in Ann 
Arbor, Mich., for 2 years;  and prosecuted narcotics cases at the 
State level. And then  for the  past 2 years  I have been an assis tant 
U.S. attorney in Michigan, prosecuting prim arily  narcotics cases 
with  investigation by th e Drug Enforcement Administration .

Today I am testifying in the  interests  of the  Depar tment  of 
Jus tice  but I am testifying with respect to my professional experi
ence as a tria l attorney , and thus  my sta tem ent  does not reflect 
Department of Justice policy.

Tha t concludes my opening statement. If there  a re any questions,
I would be glad to answer them.

Sena tor Culver. Serg eant  Guy.
Sergeant  Guy. Mr. Chai rman , on behalf of Chief Gates and the 

Los Angeles Police Department, I welcome th e opportunity to come 
and  talk to you this  morn ing about a problem th at  we recognize in 
Los Angeles as probably the  single g reat est narcot ics or drug prob
lem that  we have currently in the city. We have submit ted to you 
some information in a report dealing with a stat istic al breakdown 
on what  is occurring in Los Angeles, and I would jus t like to 
emphasize  a few th ings about that par ticu lar aspect.

We s tarted experiencing a major problem with the  drug in 1974.
And we at tha t time seized in the neighborhood of a quarter of a 
million individual dosage units of PCP. The following year the 
figure jumped to over 8 million. And we have curr ent ly seized in •
excess of 6 million dosage units  through the month of May 1978.

Sena tor Culver. Excuse me, what  do you define as a “dosage 
un it”?

Sergeant  Guy. One join t, a sufficient quantity for a snort, or one 4

hypodermic quantity  to be used by the user—a single individual 
unit.

We estimate it will go easily over the  12 million figure for 1978.
That is just in th e city of  Los Angeles.

1 See p. 100 for Sgt. Guy’s prepared sta tem ent .
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If you look at the  three major agencies in Los Angeles County 
who are involved in enforcement, the  seizure figures for 1977 add 
up to 55 million unit s that  were seized by law enforcement agen
cies. Our arrests are  three , four times wha t they  were the  yea r 
before. We are  now a rres ting  in the  neighborhood of 2,500 to 3,000 
people per y ear for being under the influence, sale, or possession— 
and these figures a re doubling, tripling,  every year.

As Mr. Lerner mentioned earlie r, overdose deaths  a re increasing. 
In 1976 there were some 20 overdose deaths direct ly related to the 
drug; the following year the figure jumped to 66.

There is a  different thing occurring  with this  par ticu lar drug in 
th at  most of the overdose deaths  are  not attr ibu ted  to the  drug 
itself, but they are what Steve refers to as behavioral toxicity—the 
drownings and this  type of thing, walking across  freeways, stopping 
cars on freeways, e t cetera.

The drug is producing a tremendous problem for law enforce
men t because the  individual who is under the  influence of this 
drug  is extremely difficult  to deal with. The drug elimina tes, the  
person does not perceive of pain; therefore,  it is very difficult for 
them  to be controlled. Our trad itional control holds t ha t are taught  
at  the  police academy and by law enforcement agencies have been 
proven to be to tally ineffective. It is not uncommon to find that  it 
takes five or six policemen to control one individual unde r the 
influence of this drug. We are  find ing individuals who are  breaking  
handcuffs behind them; they have sufficient stren gth,  the drug 
does produce an increase in stren gth,  and as a resu lt of th is they 
are  actual ly snapping handcuffs. We had an incident at one of our 
high schools in Los Angeles where it took five male adul t teach ers 
to control one small female student. This is, again, a commonplace 
situat ion.

We are constantly looking into the  problem of differen t type of 
control holds to see what will work with the  individual who is 
under the influence of this, and have not come up with any suc
cessful method at this  point.

Anothe r problem it is c reating for law enforcement is the  labora 
tory, which has been discussed. We have found some 35 or 36, 
labora tories  in the  city of Los Angeles in the  las t 3 or  4 years. In 
1977 there were 17, and  we have had 10 so fa r in 1978. About hal f 
of these we encounter are  as the resu lt of an explosion; the othe r 
ha lf are part  of a narcotics investigation.

The chemicals that  go into the production of this are very vola
tile, very combustible. They also produce toxic, deadly gases. It 
might be of interest to you tha t two of the chemicals that  go into it 
are  the  same chemicals that  were used in California at San Quen
tin  in the gas chamber. And t ha t is sodium cyanide and hydrochlo
ric acid—potassium cyanide  and hydrochloric acid. They do not go 
into the production at  the  same time, but  they  are par t of the 
ingred ients of the drug  phencyclidine.

We did encounter a labora tory here recen tly where the people, 
the  chemists, the  cooker had placed a box of potassium cyanide on 
the  table and on the  ledge right above th at  he put a bottle of 
hydrochloric acid just sitt ing  right  on the edge, th e idea being t ha t 
if narcotics officers would come in and accidentally knock this
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over, the hydrochloric acid would spill into the  potassium  cyanide, 
which produces a deadly gas. Fortu nate ly this did not occur.

Senat or Culver. How was he going to get out of the  room? 
Sergeant. Guy. Pardon?
Sena tor Culver. How was our friend, the cooker, going to ge t ou t 

of the room in time?
Sergea nt. Guy. Well, he won’t. He is hoping th at  since he knows 

it ’s there, he will no t knock it over, I would th ink.  You see, most of 
the  time  they are not there—present durin g cooking—because it 
does produce, again, very toxic gases. We had one inciden t in Los 
Angeles where the cooker was aware of the  fact th at  it did produce 
these toxic gases, so he tape d up the doors and the  windows of his 
room—did an excellent job, the room was almost air-tight.  And 
several  hours late r he was dead. It does produce a very noticeable 
smell.

Again, emphasizing the  dealings with the  individual, I could cite 
many, many examples whe re it took five, six, or seven policemen in 
order  to control the individua l. So it is creating tremen dous prob
lems in this area.

[The following was received for th e record:]

Additional Information Requested by the U.S. Senate Subcommittees on 
J uvenile Delinquency, Alcoholism and Drug Abuse

1. Is PCP distributed throu gh the  same trafficking networks as other drugs? How 
does it differ?

Phencyclidine (PCP) is not distributed through  the same trafficking networks as 
other drugs. Since th e drug is m anufactured in th e United States, it is not necessary 
to hook in with the tradi tiona l smuggling networks from Europe, South America, or 
Mexico. Due to the readily available chemicals and  formulas, ama teur  chemists are 
producing the drug domestically and traditio nal trafficki ng networks are not 
needed. The majority of the laboratories in the Los Angeles area  are operated by 
these inexperienced chemists.

2. Is it hard to bust a labora tory operation if you don’t catch the amat eur 
chemists in th e act of producing the  drug?

The Uniform Control Substance  Act of the  State of California makes it a felony, 
under Schedule III, to possess PCP. It also makes it a felony to possess piperidine 
and cyclohexanone with intent  to  manufacture.

In a laboratory setting, prosecution under above may be very difficult. If the 
seizure of the lab occurs before the final product is produced, it is unlikely tha t 
successful prosecution will resu lt since the offender does not possess PCP.

It can be extremely difficult to prove inten t to manufa cture. Generally, it is 
required  tha t the formula be seized during the investigation. In many instances, the 
formula is destroyed or lost during a fire and  explosion. In any event, prosecution of 
illicit lab cases are extremely  difficult.

3. Are the users of PCP harde r to subdue and arrest tha n other  offenders? Are 
you fa miliar with any specific examples where t his was th e case?

PCP users are extremely har d to subdue and arre st while under  the influence. 
PCP is an anesthetic agent which causes the individual not to perceive pain. PCP 
also appears to increase a person ’s strength above normal. Since it is also an 
amnesic, many times a person does not know what he is doing. By adding all of 
these elements together, it is easy to see tha t a person under the influence would be 
difficult to handle. Specific cases where officers have had difficulty in subduing 
suspects have been cited in  previous testimony.

4. How available is PCP?
A. Where is it usually sold?
B. Is it a social drug (take in a group) or a drug one takes by himself?
PCP is readily available in all areas  of Los Angeles. The average age of users has 

dropped to the j unior high school level in many areas. Reports indicate tha t PCP is 
more popular than mari juana  in many schools. It is sold most anywhere, on stree t 
corners, playgrounds, drive-in movies, or school.
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PCP is not a drug tha t can be identified as a social drug from the standpoint that  
it is not always taken in a group, nor is it a drug that  is always taken  while the  
user is by himself. It will be used in whatever  manner the  user chooses to use it.

5. As an officer who works in schools and with young people, what have you found 
to be the a ttitude  about PCP among:

A. Young people?
B. Teachers and school officials?
C. Parents?
The attitude young people have about PCP is different than most other drugs. 

Many users believe that  the drug can be dangerous, but they would use the drug 
again if the opportunity presented itself. They accept the fact tha t problems may 
resu lt for other people but it won’t happen to them.

Teachers and school officials have little, if any knowledge of PCP. They are not 
aware of the dangers or the problems tha t studen ts under  the influence may cause 
for them  on the  campus.

Likewise, parents have no knowledge of PCP. It appears  that  many of them have 
a “head in the sand’’ attitude, believing tha t the problem could not affect them.

6. Have you found that  the use or dis tribution of PCP is trea ted seriously enough 
by:

A. Police departments?
B. Prosecutors?
C. Courts?
D. Parole and probation officers?
The PCP problem has been treated seriously by law enforcement in the Los 

Angeles area for several years. The Los Angeles Police Department, the Los Angeles 
Sheriffs  Department, and the  Drug Enforcement Administration  have specifically 
assigned squads to deal with the manufacture of PCP. The Los Angeles Police 
Department began an 8-hour PCP School in June, 1978, to educate officers in the 
identification of users and laboratories.

Prosecutors and the courts have taken a soft line approach  to PCP. It can be 
clearly shown the manufacturers  of PCP do not go to prison. This is not to say that  
they never go, but it is a rare situation when a conviction results in a prison 
sentence.

7. What has happened to the  price of PCP in the Los Angeles area in the last 5 
years? To what would you a ttri but e the price trend?

The price of PCP from the  manufacturer to the user has increased considerably in 
the last few years. The percentage of profit based on the initial  investment is 
grea ter with PCP than  any othe r narcotic or drug. Some manufacturers realize as 
much as 1,500 percent profit.

8. Is the recipe for PCP easy to  come by? How much does i t cost?
The formula for PCP can easily be purchased. Intelligence information indicates 

that  a price as high as $2,500 has been paid for the formula. The average price for 
the  formula  is $700 to $1,000.

Senator Culver. Tha nk you, S ergeant Guy. Mr. Mellish, do you 
wan t to jus t hit  t he highl ights  of the PCP experience in Detroit, as 
Sergeant Guy has done in terms of Los Angeles, and what  the  
trend lines are?

Mr. Mellish. It ’s my informat ion and belief according to the  
Drug Enforcement Administration  in Detroit, that  PCP abuse is 
more severe than heroin at this point in time, and it is getting 
worse—it is my inform ation and belief. It is the  most abused con
trolled  substance. It is readily available , as has been previously 
discussed in prior testimony in this  hea ring —in junior high 
schools, high schools, and colleges. Predominant ly in the Detroi t 
area it has been used in the past by white suburbanites, but 
recently it is moving into the black urba n area s as well; blacks are  
getting into both manufac turin g and dist ribu tion—it is my infor
mation  and belief. I would suggest that  the danger posed to the  
community because of this  widespread use and manufac turin g is 
twofold: one, because of the physiological effects it has on the  
individual; and, second, because, as Sergeant  Guy mentioned, the  
explosive nature  of the  laboratories. In fact, in each and every

33-300  0 -  78 - 4
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laboratory  situation, the DEA has a chemist go out and specifically 
survey the  situat ion to make sure  tha t adjoining dwellings do not 
blow up when the lab is f inally  ta ken  down.

Sena tor Culver. How m any cases of this PCP have you prosecut
ed, Mr. Mellish?

Mr. Mellish. I have prosecuted three major laboratory cases, 
and I have had a number of others; I have been involved in a 
number of others  regarding the  d istribu tion of PCP.

Sena tor Culver. It ’s my understanding that  one of the  cases 
involved a situat ion where some of the ingred ients for PCP were 
actua lly being supplied by teachers, is th at  correct?

Mr. Mellish. Tha t’s correct.
Sena tor Culver. Could you describe that  case for us?
Mr. Mellish. In that  case, an individual  who was a science 

teacher in a high school was obtaining the precursors for PCP, at 
least some of them, from a local chemical firm. He obtained  some 
of them personally  from such firm, and also ordered some of the 
chemicals and the glassware sen t to the school, which were deliv
ered—in fact, I know that  one piece of glassware that  is utilized in 
the laboratory situat ion, the  clandestine labora tory manufac ture  of 
PCP, was delivered personally to the  high school.

And the  way th e case was cracked, so to speak, was throu gh the 
precursor liaison program establ ished by DEA. There was an indi
vidual at  the chemical scientific firm who had a list of precursors 
for cer tain  controlled substances, and he aler ted the  DEA, and 
subsequently surveillance determined that this  man was buying 
the precursors and then tak ing  them over, either from the  school 
or from the  place of purchase , to this house which was located in a 
residentia l neighborhood—and that  is where the laboratory was 
eventually  set  up and produced PCP.

Sena tor Culver. Thank  you. Sena tor Hathaway?
Sena tor Hathaway. I suppose—California has a sta tut e requir

ing the repor ting of sales of one of the chemical ingredients, piperi
dine I guess it is. Do you think  that  sta tute is tough enough for 
you?

Sergeant. Guy. Yes, sir, there is a sta tute that  makes it manda
tory th at  the  seller of piper idine  report the  sale of such to the 
State of California. However, the  problem with the  section is tha t 
reporting  is required with in 30 days. Well, some reports 30 days 
afte r it has been sold—the cookers have already produced maybe 
hundreds and hundreds of pounds of phencyclidine.

Also, there is no teeth in it, if you will, if it is violated,  t ha t t here  
can be anything done about it. As a resul t, there is jus t really no 
penalty .

Senator  H athaway. So the sta tut e isn’t much good to you.
Sergeant. Guy. Not real ly—plus the reporting  is done poorly—a 

person could say he was San ta Claus and the ir address  was the 
North  Pole. There would be nothing done about it from that stand
point since it is not man datory that  report ing and identification be 
verified. We find that  most of the purchases are  made by cash 
ra ther  tha n by company check—and nobody makes any inquiry as 
to legi timacy of the purchase .

Senator  Hathaway. And wha t about possession of any one of 
these ingredients—that  wouldn’t be a  crime e ither , would it?
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Sergeant. Guy. In California, possession of piperid ine and cyclo
hexanone, together with  intent to manufacture,  is a felony. Howev
er, we must prove inten t to manufacture, and  that  is extremely  
difficult.

Senator Hathaway. I would think so.
«* Sergeant. Guy. We have to have a formula or something  to show

intent.
Senator Hathaway. And th e same thin g in Michigan?
Mr. Mellish. Yes, sir. And unde r prosecution by the Federal 

* statute.
Senator Hathaway. What do you really need to make your 

prosecutions more successful?
Mr. Mellish. Well, we need as much docum entary  evidence— 

hard, physical, tangible evidence that  we can show to a j ury  or a 
judge to show the intent , to demo nstra te the  inte nt, to create  the  
reasonable inference  t ha t the individua l was going to engage in the  
manufacture of phencyclidine.

Senator Hathaway. You need tougher laws also, I presume.
Mr. Mellish. Yes.
Senator Hathaway. Like what?
Mr. Mellish. Well, such as the one that  is presently proposed.
Senator Hathaway. Fine, t hank you. Thank you both.
Senator Culver. On behalf of th e Juve nile  Delinquency Subcom

mittee , I would like to thank both you gentlemen, as well as the  
othe r witnesses who were here this  morning. We may possibly have 
some additional quest ions—perhaps  we can send them to you, for 
our record, to fur the r develop some of these  points that  ar e par ticu 
larly  within your are a of experience and competence, so if we do 
that  we would be g rate ful for your answering  those for us.

Mr. Mellish. Feel free to do so.
Senator Culver. Tha nk you very much.
Senator Hathaway. I want to join with Senator  Culver in than k

ing you and all of the othe r witnesses for your good testimony and 
answers to questions, and we may have some questions in writ ing 
to submit to you.

We are going to continue with these  hearings, both subcommit
tees, so we will take a recess now until  June  21, at which time we 
will have some Federal officials testify  with respect to this prob
lem.

[The subcommittees adjourned  a t 12:08 p.m.]





PHENCYCLIDINE (PC P OR ANGEL DUST )

WEDNESD AY, JUNE 21, 1978

U.S. Sen at e, Subcom mittee on Alcoholism and  Drug  
Abuse of th e Committee  on H um an  Resources and  

Subcommittee to Investig ate  Delin que ncy  of the  

Comm ittee  on the J udic iary ,
Washington, D.C.

The subcommittees met, pursu ant  to recess, at 9:40 a.m. in room 
2228, Dirksen Senat e Office Building, Senat or William D. 
Hathaway (cha irm an of the Subcommittee on Alcoholism and Drug 
Abuse) and  Senator  John  C. Culver (cha irm an of the  Subcomm ittee 
to In vestiga te Juvenil e Delinquency) presiding.

Present: Sena tors Hathaway and Culver.
Staff  present: Subcommittee on Alcoholism and Drug Abuse: 

John  Doyle, counsel; Ellen Akst, associate counsel; Nancy Olson, 
professional staff member, Committee on Huma n Resources; and  
Sherri Kram er, minority resea rch assis tant.  Subcommittee to In
vestigate Juvenil e Delinquency: Stephe n Rapp, staff  director; Jose
phine Gittle r, chie f counsel; and Cliff Vaupel, assi stan t counsel.

STATEMENT OF HON. WILLIAM D. HATHAWAY, A U.S. SENATOR  
FROM MAINE

Senator H ath aw ay . The hearing  will come to order.
This is the second of two join t hear ings of the  Subcommittee on 

Alcoholism and Drug Abuse and the  Subcomm ittee to Inves tigat e 
Juven ile Delinquency to consider phencyclidine, commonly known 
as PCP or angel dust.

Two weeks ago we heard  from thre e forme r PCP users  who 
testified about the  dangers  of PCP and how easily one can obtain 

the drug.
We le arned from a convicted PCP man ufac turer, who is cu rre nt

ly serving  t ime in Federa l prison, about the  ease with which PCP is 
made; and the  enormou s profit th at  can be realized with a small 
investment.

Other witnesses testified  about  the  widespread and growing use 
of PCP, especially among our Nat ion’s young people. They cited the  
bizarre and violent behavior which can be attr ibu ted  to the  use of 

this drug.
The message of each  witness was very clear: PCP is a  deadly and 

devastating drug which must be controlled.
Controlling PCP is more difficult tha n contro lling most abused 

drugs, however, because it is composed of readily  availab le licit 
chemicals which are  used for le gitimate industr ial purposes.
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The purpose of our hea ring  today is to identify how we can put a 
stop to the  abuse of PCP and simi lar substances.

We will hear from adm inis trat ion witnesses about  c urrent  efforts 
with respect to prevention  and  education, trea tment , and rehabi li
tation. We will also receive testimony regarding law enforcement 
activit ies related to PCP.

In part icular, we will consider S. 2778, the  PCP Criminal Laws 
and Procedures Act of 1978, introduced by our distinguished  col
league, Senator Lloyd Bentsen, who will testi fy this morning.

Finally , we will have the  benefit of testimony regarding the 
experience in controlling PCP in the State of Californ ia, which has 
enacted legislation for thi s purpose.

Once again, I am pleased to hold this hear ing in conjunction 
with the  Subcommittee to Investigate Juvenile  Delinquency, 
chaired by my able colleague, Senator John Culver. Sena tor Culver 
and I have worked together on alcohol and drug abuse issues in the 
past.

His leadership with respect to the PCP problem has been ex
tremely valuable.

John , do you have any opening  remarks you would like to make?
STATEMENT OF HON. JOHN C. CULVER, A U.S. SENATOR FROM 

IOWA
Sena tor Culver. T hank  you, Senator Hathaway.
I do have an opening sta tem ent  which I would like to make at 

this time.
We hea rd testimony 2 weeks ago about th e spreading use of PCP, 

one of the  most dangerous and  destructive drugs ever to appea r on 
the stree ts.

Today’s hearing will focus on meaningful ways to reduce the 
tragic toll that  the drug is tak ing.

We know tha t finding answers will not be easy, because PCP 
alone is itself only a symptom  of deeper societal problems—the 
breakdown of families, the  d isintegra tion of close-knit and support
ive communities , and a popu lar tolerance in America of taking  
drugs for various maladies.

Of course, we must cont inue our efforts to deal with  these prob
lems. But short of t hat , we have to consider specific measures to 
reduce the  demand and supply of this vicious drug.

Today we will be receiving testimony about drug education and 
prevention programs and will be discussing methods for making 
them more effective in reaching  and being utilized by young 
people.

I am part icula rly concerned about  the need for improved educa
tion programs.

In addition, we will hea r proposals, such as Sena tor Bentsen’s, 
for controlling PCP by making it more difficult to obtain  the  ingre
dient  chemicals.

Reducing PCP abuse will not be easy, but I believe that  we must 
take every responsible and effective step necessary to save the 
young people of this count ry from the deadly effects of this sub
stance.

I look forward to hearing today’s testimony.
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Senator Hathaway. Our first  group is a panel of witnesses, 
consisting of: Dr. Pete r Bourne, special assi stan t to the  President  
and former director  of the  Office of Drug  Abuse Policy; Dr. Robert 
DuPont, Director of the National  Ins titu te on Drug Abuse; and Dr. 
Helen Nowlis, Director of t he Alcohol and Drug Abuse Educa tion 
program of the Office of Education.

All of your  s tatemen ts will be put  in the  record in the ir ent irety, 
so if you will summarize them tha t will be fine.

STATEMENT OF A PANEL, CONSISTING OF: PETER G. BOU RNE , 
* M.D., SPECIAL ASSISTANT TO THE PRE SIDENT  FOR HEALTH

ISSU ES ;1 ROBERT L. DuPONT, M.D., DIRECTOR, NATIONAL IN
STITUTE ON DRUG ABUSE, ALCOHOL, DRUG ABU SE, AND  
MENTAL HEALTH ADMINISTRATION, PUBLIC HEALTH SERV 
ICE, DEPARTMENT OF HEALTH, EDUCATION, AND WEL FA RE ;2 
AND HELEN H. NOWLIS, M.D., DIRECTOR, ALCOHOL AND 
DRUG ABU SE EDUCATION PROGRAM, BUREAU OF ELEM EN
TARY AND SECONDARY EDUCATION, U.S. OFFICE OF EDUCA
TION, DEPARTME NT OF HEALTH, EDUCATION, AND WEL
FA RE3

Dr. Bourne. Tha nk you, Mr. C hairman.
I am happy to be here this  morning to talk  briefly about what 

the Federa l Government  has been doing in  this area  and about our 
current perspect ive on this problem.

We do see PCP as a serious problem in this  country, and we have 
been looking at  i t in some detail over the last  year.

We are concerned not only about PCP, but  also about  the  fact 
that a synthes ized drug is so widely accepted, when previous ly it 
had no marketa bili ty in the drug-abusing subcul ture. This accept
ance sets  a  precedent for other synthesized drugs.

PCP is jus t one of thousands of drugs that  poten tially  could be 
synthesized and abused. The fact that  a drug created  from pure ly 
chemical sources, such as this, which did not previously have ac
ceptance in the  drug  community, is somewhat alarm ing when one 
considers that  many other  drugs might similarly be man ufac tured 
and become just as acceptable in the  drug-using community.

The quest ion, I think, is what is an  a ppro pria te response.
I believe we have learned from our pas t experience  th at  some

times we have a tendency to overreact to some of these  drugs, 
which th en tu rn  out to be of a fad nature . At times we ru sh in and 
increase the  penalties  or take measu res that  are not necessarily  
appropriate.

We are deeply concerned about  PCP. Last year in excess of 100 
, people died from this  drug.

However, I thi nk  it is worth pointing out that  this  rep rese nts 
less than 2 percent of a ll the  drug- related deaths in the  count ry. 
The number of death s from PCP was one-fourth the  num ber th at  
died from a spirin . And the number of people who went to emergen 
cy rooms around the country with PCP-re lated problems was less 
than 2 percent of the total  number who went with drug  abuse- 
related  problems.

' See p. 103 for Dr. Bourn e’s prepared s tatem ent . 
2 See p. 105 for Dr. D uPont ’s p repared sta tem ent . 
’ See p. 110 for Dr. Nowlis prepared  s tatem ent .
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The question then  is, What is a n appropria te response?
We have  had an interagency committee looking a t a whole series 

of options over the last year.
PCP itse lf ha s been changed from schedule III to schedule  II, and 

we are  simil arly rescheduling two of the precursors of PCP.
Sena tor Hathaway. What does it mean to resche dule from 

schedule III to schedule II?
Dr. Bourne. Psychoactive drug s are scheduled under the  Con

trolled Substances Act in a series of schedules from I to V.
The restri ctions controlling the  prescrip tion and use of those 

drugs is determ ined by th e schedule in which the  drugs are  placed.
In some ways, I thin k this  is a way to signal the  Federal Govern

men t’s concern about a drug, as much as to use the  controls to 
actua lly res tric t i ts prescription.

But I thi nk  one of the key issues with PCP is to make our 
response a measured one th at  expresses appropriate concern, with
out overreacting  and developing hysteria about it and without 
doing any thin g tha t would draw  undue  publicity to the  drug and 
thus increa se its use.

I think our well-intentioned efforts in the past with  regard  to 
some o the r drugs, such as LSD, have in fact ended up causing the 
drug to be used more widely than  it would have been had the 
publicity and concern by the  Federal Government not been so 
great.

Our desire with regard  to PCP is to reach the  people who use it 
and make  sure  they und erst and  th at  the re are  serious risks in
volved. Hopefully this will discourage usage and at the  same time 
avoid the  widespread publicity which might serve only to promote 
the drug.

At the  same time, we wan t to stren gthe n the  hand of law en
forcement agencies so tha t they can deal with the  drug effectively 
and control the  supply and sources.

Sena tor Hathaway. Aren’t the re other thing s we can  do witho ut 
undue  publicity?

Dr. Bourne. I thin k so. We feel tha t the  rescheduling falls into 
th at  category.

Sena tor Hathaway. Rescheduli ng will do what to it now? If i t is 
in schedule II, what will t ha t mea n?

Dr. Bourne. It puts contro ls on the  storage, limita tions,  and 
prescription of the  drugs, and on the man ner in which they  can be 
utilized and distributed. So i t makes it much har der  to obtain the 
drugs.

On the  othe r hand, it is possible to go to other substances jus t as 
easily. There is a limit to what one can accomplish by reschedul
ing.

Senator  Hathaway. So you wouldn’t say now th at  it is very 
difficult for anyone to get  t he ingredients, or s ubst itutes?

Dr. Bourne. Tha t’s right.
We have  made it a littl e more difficult by the rescheduling. But I 

think to look at rescheduling as a solution to the  problem is inap
propriate,  because there are  o the r sources.

You also pay a price when you reschedule drugs.
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Although it is limited, PCP does have a legitimate  use. It  is used 
as an animal tranqui lize r by veterinarians. Apparent ly it is very 
effective.

I th ink th at we do no t want to go so fa r in o ur concern to restr ict 
the  elicit use of PCP that  we place an intolerable burden  on 
vete rina rians who are  using it legitimately.

At the same time, one of the precursors, piperidine , has very 
widespread medical use. Again, we do not wan t to put an inordi
nat e burden on man ufac ture rs or physicians  who are  using othe r 
drugs derived from these precursors for legitim ate medical pur
poses.

I thin k we have to balance the burden that  we impose on manu
facturers and on the medical communi ty against the  r isk from PCP 
itself.

Senator Hathaway. If they are for legit imate  medical purposes, 
the n you have a doctor or a member of the  medical profession who 
is able to get the drugs. So i t seems to me th at  it could be fairly  
easily controlled by t he  standard  medical procedure for dispensing 
prescriptions.

Doesn’t a doctor have  to have a number so that he can be 
identified?

Dr. Bourne. Only with  the controlled  substances—not with pre
scribing antibiotics, for instance.

What  we are doing is taking this drug  out and putting it in a 
very special category.

However, compelling manufac turers to comply with rescheduling 
requirements increases the ir costs because special safety precau
tions are necessary in the  m anufacturing  process.

We will be increasing  the  cost to the  consumer of these legiti
mate drugs as a  resu lt of the rescheduling since the  manufacturers 
will simply pass it  on to the  consumer.

I am not saying that  rescheduling and the steps that are being 
considered are not appropria te. It is just that  we have to be aware 
that  a price is paid, and we have to balance the  meri ts against the 
cost.

Sena tor Hathaway. Wh at if you move i t to schedule  I?
Dr. Bourne. This, in effect, precludes the  use of the drug ent ire

ly. Schedule I is reserved for those drugs that  are  considered to 
have no medical use.

Tha t is appropriate , perhaps, with some of th e potential precur
sors of abused drugs. But where the re are  legit imate medical uses, 
it would not be approp riate to put the  d rug in schedule I.

Heroin, for instance, is in schedule I. M orphine  is in schedule II, 
because morphine  has legit imate  medical uses, although the differ
ence of abuse potential between morphine and heroin is not that  
great.

Sena tor Hathaway. This drug has been out since about 1972, 
and here it is 1978. Can you tell me why the Government has done 
nothing more about it than  i t has done to date?

Dr. Bourne. It has actu ally  been around longer tha n that. It was 
around in the early  sixties and received relatively littl e attention.

I thin k there was a  feeling during those early  years  t ha t perhaps 
it would go away. In fact, during those early  years,  it did not gain 
very much acceptance in the  drug-using community.
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The increase has been slow and steady. In the last 2 years, it has 
increased fairly significantly.

I th ink  t ha t we have been following it very closely. We have been 
collecting dat a and looking at  a vari ety  of different alternatives. 
The rescheduling decisions have come out of those studies.

But, again, we were concerned abou t a ratio nal and appropriate  
response and did not want  to over react to the  app aren t concern 
over the drug.

There was some possibility t ha t PCP might turn  out to be a fad, 
and that  the  use might rise suddenly and then  decline. So far tha t 
has not been the  case, bu t it may still happen that  it will follow a 
natural course.

This has occurred with othe r drugs. The use of LSD went  down 
somewhat spontaneously. The use of methaqualone,  which was 
widely abused, has decreased of its own accord.

Unless we can be sure that  wh at we do at the  Federal level is 
going to influence  dram atical ly the use of a drug, I don’t see any 
point in passing laws or changing  regulations .

Senator Hathaway. To make it  tougher to get is certainly going 
to affect the  use of the  drug is n’t it?

Dr. Bourne. Yes.
Senator Hathaway. I agree with you that education  and other 

programs are  probably not going to be very effective. They have 
not been yet that  I know of. Only certain isolated programs have, 
especially where  they were peer group education programs.

But gene rally  it seems to me th at  the  most effective methods 
with respect to drugs have been to jus t make them inaccessible in 
one way or another .

Dr. Bourne. Yes; I agree with tha t.
Senator Hathaway. It seems as if you can do that  without any 

undue publicity.
Dr. Bourne. Yes; th at was our thin king behind the rescheduling. 

We felt that  this  would serve not  only to res tric t the  availab ility 
somewhat, but  it would also send out an important symbolic mes
sage as to the  concern we atta ched to this drug and its abuse— 
without going too far  and without overreacting.

We have also tried to launch—and Dr. DuPont can address  this 
in more deta il—a relatively low-key education advisory campaign. 
This would be aimed specifically at  people who are  likely to use 
this drug and who will be vulnerable, but would avoid a massive 
publicity effort which would draw atte ntio n to i t among people who 
might not otherwise  consider using it.

Senator Hathaway. What are  your estimates now on how many 
are using it?

Dr. Bourne. These figures are  somewhat unce rtain , but  the  best 
estim ate is tha t 7 million people have used the drug.

Sena tor Hathaway. How many are  f requent and how many have 
just used it and never gone back, and so forth?  Do you have those 
figures?

Dr. DuPont. I will submit what data we have for the  record, 
Sena tor Hathaway.

Basically, the  vast majority have  only used it occasionally. The 
number of heavy regu lar users of PCP is s till relatively small but 
growing.
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Senator Hathaway. Like what?
Dr. DuPont. I estimate tha t fewer tha n 1 million people have 

used PCP as many as 10 times in the  country.  Thus 6 of the  7 
million users are people who have used the  drug  only a few times.

Senator Hathaway. How does th at  compare with the use of 
other drugs?

Dr. DuPont. It is a very different pattern from marihua na, for 
example, where the re is much more of a concentration of heavy 
use. A far  higher percen tage of marihu ana  users continue to use it 
very heavily.

I don’t want my testimony to imply in any way that  we a re not 
concerned about the heavy use of PCP because t he  heavy use end— 
although it is still the  smaller part of the  tota l spectrum—is in
creasing.

It is filled with so much pathology and so many problems, t ha t it 
is a very great concern. To say th at  a  mill ion people may have used 
PCP as many as 10 times  is to talk about  a very serious problem.

Senator Hathaway. Would t ha t be as serious as LSD was at its 
height?

Dr. DuPont. In many  ways it is more serious.
LSD was almost  neve r used regularly. It has, in fact, the effect 

that  if you take more and more of it, it has less and less effect. So 
the  user gets almost no effect from re gular use.

For practical purposes there never was a daily use pat tern  with 
LSD.

PCP is in a class by itsel f in terms of danger to the  user and to 
the  society.

Senator Hathaway. Senator Culver?
Senator Culver. Dr. Bourne, in your stateme nt, I notice that  you 

make mention of the  fact tha t this PCP Action Coordinating  Coun
cil has recommended to the National Ins titu te on Drug Abuse t ha t 
it develop educational  mater ials, including lett ers  to treatm ent 
programs, emergency rooms, fact sheets for professionals and lay 
persons, prepa re public service spots, and hold a conference of 
professionals to discuss incidence and prevalence.

In view of the fact th at  this drug is such a major  problem among 
young people, I was interested  in wha t appears to be a lack of 
recommended actions that are specifically targeted  at young 
people.

Could you speak to that point? Obviously, television reaches  
them in ce rtain ways.

Dr. Bourne. Our efforts with this education program were to 
target  it, not on young people in general, but  primarily on those 
who will be most vulnerable. We hope to pen etrate  the drug-using 
network, so that  the  word would spread among those who were 
most likely to use this drug.

That  is why the  let ters were aimed at drug treatm ent  facilities 
and emergency rooms—those who will be dealing on a regu lar 
basis with people who are  already using drugs. Robert Blake, the 
actor, has done some television spots for us.

We felt that he would perhaps  have special credibility with 
young people who migh t be potent ial users of PCP. But I think  
th at  we were par ticu larly concerned about avoiding the  m istakes of 
the  past. We did not want a massive program that  was indiscrimi-
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nately targe ted toward young people in the  coun try which would, 
in effect, end up advertising the  drug and making it sound att rac 
tive to  people who would n ot otherwise consider using  it.

So it was an attempt to use a scalpel, ra ther  t ha n a meat  axe, in 
dealing with this problem and reaching the people we felt were 
most vulnerable. »

Sena tor Culver. One of the  things  that  they testified to in our 
previous hearing was that  peer group visita tions by former users, 
who can speak to the trag ic consequences of abuse as a result of 
this drug, have the  most credible  and effective educa tional impact ?
on young people.

They testified that educational films that  are available are inef
fectual.

But I was interes ted, if pe er group visits are  so valuable , why we 
don’t film them and have th at  available  in the  schools to present.

Obviously, these four kids can only get to a few high schools a 
year  i f they are working a t it seriously.

Wha t about it? What  is your assessment of the qual ity of educa
tional films? How sophisticated are they?

I remember when I was a schoolboy that  the re was no grea ter 
bore and everybody fell asleep. You had to go and see them. But 
they lacked imagination and  creative qual ity in any intelligent 
sense.

They are like t rain ing films  in the military.
Do we have a nyth ing be tte r tha n that?
Dr. Bourne. I think  some are  good, and some are  terrib le or 

worse.
Sena tor Culver. Do you have any serious people looking at that 

with all your councils coordinating this and coordinating  that? Do 
we really have some qualified and gifted people who are giving 
some serious intel lectual effort to  tha t enterprise?

Dr. Bourne. Dr. DuPont and  Dr. Nowlis can address this in more 
detail  than I can, but we have devoted an enormous amount of 
effort in looking at this issue.

I think  one of the problems  is that films have a certa in imper
sonal ity to them. You can have former users on film, but the ir 
credib ility in an educa tional movie is enormously weaker than if 
you have those people th ere  in person to talk  about  the ir personal 
experience and answer  questions.

I thin k ther e is a feeling th at  if the  source is credible, what  they 
say will carry more weight tha n if i t is just a Government  official 
lecturing. This is the reason we used Robert Blake in our television 
spots.

Senator  Culver. What about closed circu it television? What is *
the  capabi lity in the high schools? You could have young persons 
systematically go around the country to central  places where the ir 
comments could be broadcasted to the schools in the  a rea.

You could hit more, because  you don’t hit  enough. You don’t *
make enough impact with  three or four on a road show going to 
two high schools in Virginia  and talking about i t for 10 years. With 
all due respect, tha t is not going to make much difference when 
you are  talkin g about 7 million people playing with  the stuff.

Dr. Bourne. I thi nk the re is a limit to w hat one can do to reduce 
the  use of the  d ru g- ju st  by talk ing about it. Although we are  very
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concerned about the  adverse effects on the  health of a small 
number of people, we are  only talking about  100 deaths a y ear out 
of 1 million regu lar users. This is a very small number of people 
actua lly getting into difficulties.

So the ability of a former user to convince people that  they  
should avoid the drug  merely because he /sh e had problems, has

* limited value.
I think we have to do it , and I think  it will help to some ex tent; 

but  I think our expectations  of what it will achieve should not be 
too high.

* Senator Culver. I unde rstan d from your sta tem ent  that  you are  
now ready to react, and  t ha t we should stand back and wait for th e 
resul ts and not overreact.

But I am jus t not enti rely  clear  as to what precisely you are  
planning to do tha t has  not been done before. You have made the  
change from schedule III to schedule II but PCP is still available . 
This doesn’t get to the  problem; the problem is not diversion of the  
legal product so scheduling makes no difference.

What reason do you have to believe that  your othe r efforts will 
be successful?

Dr. Bourne. I think  the  educational activit ies, the  reschedul ing, 
and the continu ing provision of tre atm ent for people who do get 
into difficulties are  appropr iate  levels of response for the Federal 
Government a t the  p rese nt time.

I th ink tha t there is a limit to w hat we can realis tically do. Even 
on the law en forcement side, th ere  is c erta inly  a limit to wha t the  
Federa l Government can do.

In many ways, the enforcement activ ities have to be at  a State or 
local level to deal with  the  supplies of th is drug. And it is really a 
question of sett ing our  priorities between PCP and othe r drugs.

Obviously, one is very concerned for the people who get into 
difficulties—who either die, need trea tment , or have other prob
lems.

On the other  hand, I would like to stress again that the number 
of people who die from PCP represen ts less than  2 percen t of t he 
people who die from all drugs.

I think that  we have to be sure that  t he other 98 percent of drug  
death s get an appropriate portion of our atte ntio n, and that  we 
don’t disproportionately focus on this  2 perc ent of the  problem.

Senator Culver. I don’t think anyone is worried about tha t. But 
100 dead are jus t as dead as the  others . When you are  dead, you 
are  dead.

Dr. Bourne. T ha t’s right.
Senator Culver. This is cavalier. To say it is 1 percent or 2 

percent. If your kid comes screaming thro ugh  the  glass window, 
rolls in the broken glass and bleeds to death, that  would certa inly  
concern you.

I have a daughte r who was operated on yesterday morning. It is 
not related in any way to this, but  as far as I was concerned, I 
wasn’t interested  in what the global stat istic s were on people lying 
on a table the same hour.

It was a relatively mino r operation,  but I was more interested in 
the  outcome of that  par ticu lar situa tion than  any other I could 
immediately t hin k of at  9 o’clock yeste rday morning.
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So we are  talk ing about something happening to real  people in 
our society. I think it is important.

I have never  seen anybody so worn out successfully dealing with 
these problems tha t they don’t have time to look a t the  2 percent.

We are  jus t talking about whether when you do address this 
problem you bring to bear all the  appropria te and rele van t re
sources, whe ther  you have in a serious-minded way exhausted 
every rationa l approach to it, or whe ther  you are  saying let ’s not 
overreact and jus t lay back and this  too shall pass. They will get 
high on something else next month, so don’t worry.

In effect you are saying to us, “You fellows are  new to this  and 
you see it for the first time, and  you are getting a litt le excited. 
They were dingy on something else 6 months ago. We didn’t do 
anything  and only 400 died.”

What  are  you there for? No wonder we have taxp ayers’ revolts.
I th ink  you should be just a litt le bit more interested.
What  about the Bentsen bill? What do you think about Senator  

Bentsen’s idea? What does the  adminis tration think; you are spe
cial ass istant to the President. That bill has been kicking around 
for a long time. What is your official view on it?

Dr. Bourne. We share the  concern  about the  drug. I don’t want 
to imply th at  we have not been very concerned about  PCP. We 
have, an d we have been for a year. We have been looking a t it very 
closely.

Sena tor Culver. You say for a year. It has been a major drug 
problem since 1972.

Its use reached epidemic propor tions in some part s of t he coun
try 2% yea rs ago.

Since 1975, according to your  testimony, PCP mentions in the 
DAWN system have tripled.

So you got interested  in it a yea r ago. Why has it taken so long 
for the Government to reac t?

You got interested  in it a yea r ago. Fran kly  it seems a little  
lame.

I agree with you. I don’t think  passing laws is all the  answer, but 
I am a litt le concerned about you r cavalier attitude.

What about the Bentsen bill?
Dr. Bourne. We share the  sent iment behind  the bill and the 

desire to do something about t he  problem.
Sena tor Culver. Around here we don’t vote on sentiment . We 

have to say yes or no. Are you for or agains t the bill?
Dr. Bourne. We don’t support  it at the present time  in the 

present form.
Sena tor Culver. You don’t?
Dr. Bourne. No; I don’t thi nk  that  increasing the  penalties will 

significantly solve the  problem. I think it potentially  imposes some 
restric tions,  as presently wri tten , that  will be onerous to the  indus
try  and to the legitimate uses of  some of these  substances.

Sena tor Culver. There isn’t any restriction  ever imposed on 
industry that  they don’t officially say is onerous.

Tha t doesn’t come as a new revelation to you, does it? Every
thing is onerous to them.

The fact that  we exist is onerous  to them, unless we are  passing 
a subsidy to benefit them.
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Dr. Bourne. Some of the ir objections are  legitim ate and some 
are not. I thi nk  that you have to assess wheth er, in fact, their  
complaints are  legitimate.

Senator Culver. I unde rstan d th at  the  major producers ar en ’t 
even objecting to the Bentsen bill. That , as a ma tter  of fact, they 
are n’t. They have some concerns about  whe ther  or not this  is just  a  
nose unde r the  tent,  th at  it will ush er in an era of increa sed 
regulation. They may be nervous about  tha t, but on this  par tic ula r 
bill, I understand tha t the major drug  companies are not th at  
concerned about  it.

It seems ironical  to me th at  the  Pre sident ’s group on drug  abuse 
will be defending the  indu stry ’s concern when it has n’t even been 
expressed.

Dr. Bourne. It is not so much the  ind ust ry’s concern. I th ink  as 
much as anything , we are concerned about  the  consum er who 
would be nefit from the use of drugs derived from these precursor s 
and whose use would be affected if the  cost to the  consum er goes 
up and if physicians are less willing to prescribe  these  drugs  be
cause of the  special restric tions placed on them.

I thin k we are  concerned about  the  consumer as much as the  
industry.

Some of the drugs  derived from these  precur sors have very legit i
mate medical uses, and we don’t in any  way want  to infringe on 
the right  of the  American people to get adequa te medical care.

I have some concern about just passing  laws in the drug  area , 
merely for the  sake of passing laws. I think  if we can’t have some 
confidence th at  this  legislation is going to have some signi ficant 
impact on the  PCP problem, the n the re is no point in passing the  
legislation.

Senator Culver. You make this  sound like such an inval uabl e 
substance.

Dr. Bourne. No.
Senator Culver. It is used in rubb er and  plastics. Those are  the  

only sub stances  th at  it goes into aren ’t they ?
You make  it sound like i t is a Laet rile dispute.
Dr. Bourne. You are talk ing now ab out the  drug itself. However, 

the bill places controls on cert ain precurso rs, from which are  de
rived o ther  d rugs that have direct  medical benefits.

I thin k th at  we are willing to consider some changes in the  bill 
that would m ake it more acceptable  to us. But in the pres ent form, 
we have some real  concern th at  this  legislation  is not going to 
demonstrably impac t the problem.

The Federa l law enforcem ent agencies are  stretc hed extre mely  
thin  at the  present  time. And unless we feel th at  this law is going 
to subs tant ially  help them to do the  job more effectively, I don’t 
thin k it helps our credibility in the  drug  field. It does no good to 
have increased  penalt ies if we are  not able to enforce them  and  if 
we are not able to show th at  the law, in fact, helped to deal with 
the problem.

Mr. Rapp. Dr. Bourne, you seem to be indica ting th at  piperid ine, 
this substan ce which Senator Bentsen would like to control, is used 
in pharm aceuticals.
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We have talked to the  American Pharmaceut ical Association, 
and they  indicate it is not used directly  in pharmaceutic als. It is a 
substa nce that is used basica lly for cu ring rubber.

The industry—Reilly Ta r & Chemical Co. and Abbott Laborato
ries, the  only producers—seem to thin k it is fair  and proper to 
provide a repor ting system for it.

As I under stand, the  DEA is in favor of this  b ill with some minor 
modifications. Thei r testimony has been cleared by the Justic e 
Dep artm ent and has app arently  c leared OMB.

Wh at I really  don’t underst and  is the  basis of your opposition. 
This bill would crack down on the  one chemical th at  is critica l to 
the  production of PCP and  thu s it offers us some hope for reducing 
the  supply of this really deadly  substance.

Dr. Bourne. We would be willing to tal k about some modifica
tions  in it, but I have reservatio ns at the  present time  that passing 
this  legislation would s ignificantly impact the  PCP problem.

Sena tor Culver. Wh at about repor ting? You tal k about the law- 
enforce ment burden; and this is largely  self-enforcing, isn’t it?

We don’t have law-enforc ement capabi lity to police and monitor 
the  U.S. taxpayers and the y comply. We do a spot check at best, 
but the  success of th at  system and its efficacy is really  based on 
volu ntary compliance.

We had testimony here  from a PCP ma nuf actu rer doing time in 
the  peni tentia ry, of his going in to a deale r and buying some of 
these precursors.

In specific response to my question, he said th at  when the deale r 
learned that they were going to use it for illicit purposes, the price 
went  up.

That is how arroga nt this group is. They know the re is some
thin g happening.

Now if they have to rep ort  and have to ask for some bona fide 
identification, if they  have  to have some rout ine evidence of the 
most superficial natur e th at  this is at leas t purp orted ly going to 
some legitimate business purpose, isn’t th at  going to have some 
saluta ry consequences in term s of the  current flow and availab ility 
of thi s substance?

I know it is not going to be any utopia n answer , but isn’t that 
going to be an  improvemen t?

Dr. Bourne. Tha t is one possibility. It is also possible that you 
will j us t drive the  price up even furt her,  and th at  this  drug which 
is easily made will still be available.

Sena tor Culver. You were here before talk ing about the heroin 
out of Mexico. You said th at  one of the  best thing s that ever 
happened was th at  the  price has gone up and it is pricing people 
out of the market .

Pu t it up. Why not at  leas t drive it up so th at  it isn’t as easily 
availa ble to some poor kids dir t cheap.

If it takes  100 bucks to get high, you may figure  out some less 
offensive way to go on a tri p—go for a hike or ride a bike or do 
something.

Don’t we want  to  price it out of the mar ket?
Dr. Bourne. If the  rise in price is accompanied by a real reduc

tion in availabili ty, yes; t ha t is true.
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But I am not a chemist, and I don’t know how easy it is to 
manufacture these  substances  from other equally  available sources.

I gath er th at  tends to be true.  These substances, despite all the  
restric tions you try  to impose on them, can be made from oth er 
sources so easily th at  you wouldn’t necessarily change the avail-

* ability  of PCP th at  much by imposing these  additional restric tions.
I don’t think the  answer is really in on this. I thin k th at  poten 

tially  it might work. The decision has to be whether it is worth  
tryin g and whe ther  the potential burde ns th at  would be imposed

* on industry , or the  restric tions on the availa bility  of legit imat e 
medical substances which would be incurred are  balance d by a 
reduction in the  availability of PCP.

I don’t think anybody knows the answer to that question.
If it  works out, th at  is fine.
I think, in such a case, legislation like this would be extre mely  

valuable.
My personal ju dgm ent is th at  I have some serious question abou t 

whet her this partic ula r legislation would, in fact, result in a reduc
tion in the avail abili ty of PCP.

Senato r Culver. Don’t you think the  simple thing of repo rting  
those sales, requ iring  an ID, would send a litt le bit of a nervous  
shock wave thro ugh  the  whole tran sact ion process?

Whether we ever have one cop on the  bea t enforcing it, it has to 
be relative ly useful, given the absence of a nyth ing going on today.

Dr. Bourne. Tha t is the same reason ing we used in rescheduling  
the  o ther precursors. That  was our thin king on t ha t issue.

I thin k maybe the re is some tru th  there, but  I don’t thi nk  th at  
we know for sure. A lot of it is symbolic, as you point out. Tha t 
may be the most valuab le par t of it , ra ther  tha n feeling the re will 
be an absolute and real  effect.

Senato r Hathaway. In the field of drug  abuse, in general, has 
anything ever worked outside of ju st makin g the  drug less ava ila
ble and people less able to obtain it?

I don’t know of any  preventio n or education program you could 
point to that you could say this has worked, and we have stopped 
people from using such and such a drug  as  a result of that .

I don’t know of an y. Do you know of some?
Dr. Bourne. Tre atm ent  program s are imp orta nt in term s of 

trea ting the  people who have alrea dy become casualties. However, 
in terms  of reducing the numbe rs of new consumers, I thi nk  you 
are  correct.

Senator Hathaway. Why don’t we ju st forget about these other
*  programs. We ar e wasting an awful lot of money.

This is tru e of alcohol education  as well. I know we just got 
throu gh autho rizing  the  Alcohol Education Act and renewing it, 
but  I am very skepti cal about the  results.

* In the first place, I don’t th ink  we have any evaluation of an y of 
these  programs anyway.

We should jus t concentra te our efforts on making these  drugs 
less available.

The reason we had  heroin drop down is not th at  the price went 
up; we stopped it from coming into the  country.

And I presume th at  is true of almost any drug you could name.

33-300 0 - 7 8 - 5
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There may be some isolated instances where you could scare 
people out of using th e drug.

We have one simple one like nicotine. We tried to scare the 
people, because of cancer and emphysema. And I understand the 
per capita  consumption of cigare ttes is going up.

You could mention a lmost every drug on the  m arke t. 0All the education programs—television and films, in school and 
with  th e peer group—just  don’t seem to work.

So let’s concentrate  our efforts on jus t keeping drugs off the 
market. What if it does cost manufac turers a few more bucks, or F the  general public, because they are the  consumers and they are 
ultim ately  going to pay for it. They are all going to be better off as 
a result of paying a few extra  dol lars for th e legit imate  use of some 
of these  chemicals whose illegitim ate use is going to destroy human 
beings.

Maybe the Bentsen bill is the best way to do that . We could 
modify it to make it stronger.

Certainly, as Sena tor Culver has suggested, a reporting system is 
bound to work.

It is the same thin g as we have in the  Sta te of Maine, and I 
think  Iowa too, with respect to buying guns. Every person who 
buys a gun has to sign and give his name, age, and so forth. Then 
the re would be a record the  police could go to and find out that  on 
such and such a  da te so and so bought a c erta in chemical.

In that way, I think  any  person who is going to  buy it for illegal 
use is going to thin k twice if he has to simply put  down his name 
and where he is going to use the ingredients.

Tha t should not be too costly should it, Dr. Bourne?
Dr. Bourne. No.
As you know, I sha re your skepticism about some of our educa

tion and prevention programs.
On the  other hand, I think  there is some merit in continuing  to 

look for some kind of strateg y that  would be effective in tha t area.
Some of what we do does seem to work to some extent .

It is a question of allocating our resources appropriate ly between 
treatm ent and education and preven ting and controlling the 
supply.

We do put a substan tial  effort into control ling supply. And I 
think  it reflects the  a ppro pria te priori ties that  we have established 
between the different strategies.

Senator Hathaway. Do we have any evaluation  on any educa
tion program that  is in existence?

Dr. Bourne. The oth er people on the  panel here are in a better 
position to answer tha t. •

Senator Hathaway. Anybody can join  in.
Dr. DuPont. Could I suggest a way of keeping this issue in 

perspective?
I got involved in  a  very serious way in the drug  abuse field in the • 

early 1970’s. At that  time there was tremendous  skepticism about 
law enforcement, as you probably remember.

The feeling then  was that  all the effort we had put into supply 
reduction had not bought us freedom from the  heroin and other  
drug  plagues. There  was a widespread feeling th at  t he law enforce
men t effort was in disarra y and a general  lack of support.
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In fact, one of the  reasons the  whole drug  abuse treatm ent 
buildup occurred in the  early 1970’s was the  cynicism about law 
enforcement.

There  is a kind of pendulum swing on the  issue of w hat works 
and what does no t work. Almost a fashion.

Right now it seems to me tha t the pendulum has swung back to 
support law enforcement  and the skepticism about treatm ent  and 
prevention. This is par tly  because law-enforcement programs are  
demonstrably  effective. This administ ration can claim substan tial 
credit for this, par ticu larly for the new activi ties in Mexico. We 
have learned that  both supply reduct ion and demand reduction 
work and that we are not well served by following fads in public 
opinion.

Let me jus t look at  the  same data  that  you looked at in a 
different way so as to suggest ano ther way to thin k about it.

We have about 42 million Americans who have used marihu ana  
at  least  once. About 9 million have used it more than 100 times. 
These are the people who have had substan tial  exposure to mari
huan a.

Everybody in the  society, par ticu larly  young people, experience  
mar ihuana  as available.

And yet a very large  number of people don’t use it; 180 million 
Americans  have never used marihua na, for example. And more 
tha n 210 million have not  had  a  su bstantia l exposure  to this avai la
ble drug.

There are factors th at  lead not only to the ir decision not to use, 
other than availab ility, but also the ir decision not to continue  to 
use on a regular basis. This is even more true, of course, with 
phencyclidine.

If we take  the 12- to 17-year-olds in the  Nation , 94 percen t have 
never used phencyclidine.

To attr ibu te all the societal forces—and I think  they are very 
complex—to a par ticula r prevention  program would be a mistake.

But to say that  our people-oriented prevention  programs are  
ineffective, I think, is to overstate the  case.

We are very concerned about that  6 percent  who have used PCP; 
and the fact that this figure doubled in 1 yea r is, of course, the  
source for legislative alarm. But the facts still need to be put into 
proper perspective.

I thin k tha t when we talk about preven tion programs and tre at 
men t programs, in part icular,  we a re talk ing abou t programs that  
have been demo nstra ted to reduce—not elim inate but reduce— 
illicit  drug use among program part icipa nts. Exaggerated claims 
for success and exaggerated assessments of fa ilures were the prob
lem with law enforcement in the early  years of this decade. We got 
cynical about law enforcement  because it wasn ’t eliminating our 
heroin problem. But law enforcement can and did reduce the prob
lem. Imagine the scope of the heroin, or the PCP, or the marihua
na problem without  supply reduction efforts.

Tha t is the perspective that follows from trying to reduce rat he r 
tha n trying to eliminate the drug problem. We need more of t his 
balance. This is one of th e points that  Dr. Bourne was making. We 
need to balance the  programs we have and to try  not to put all of
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our eggs in one basket. To emphasize eith er the  supply reduction 
or the demand reduction program exclusively is a mistake.

The fact is tha t there are  very good evaluations of both preven
tion programs and tre atm ent programs aimed at reducing  illicit 
drug use, particular ly if they are targe ted at the  high risk seg
ments  of the population.

Those programs aimed at  the  total  population are  less effective 
in gene ral and much harde r to evaluate . If you take a drug abuse 
preven tion film—and Senator  Culver was talk ing about this—and 
go to an enti re high school you must realize th at  roughly 94 
percent of the youths have never used PCP which you are trying to 
discourage them from using. You are “educa ting” everybody. If 
only 2 percent of tha t 94 percen t are turn ed on or stimulated,  as 
Dr. Bourne said, to try  PCP as a resu lt of seeing th at  film and 20 
percent of the users are discouraged from fur the r use of PCP, you 
will still have a net increase in the population as a whole. These 
are tough odds to beat.

Young people are using cigarette s and young woman are using 
these at  a very much increased rate. This is occuring at the same 
time th at  the decreased ta r and  nicotine is associated among smok
ers with higher total numbers  of cigarettes consumed per day. 
These two factors go a long way to explain  the rise over recent 
years in per capita consumption of cigarettes.

But we have also had an enormous public hea lth  success in 
reducing  smoking among men over the age of 40 and  50. These are 
the people who are the  most vulnerable to the  negative health 
effects of smoking.

We now have 30 million former smokers in the  United States, 
whereas when the Surgeon Gen eral ’s first  repo rt came out there 
were only 5 million.

So to say tha t our antismoking program has been a failure is not 
the whole story.

It is partia lly a failure. It has  failed to stop use by young people, 
part icularly  young women. That is a real failure.  But overall, the 
societal effect has been ra ther  good, par ticu larly  where  the heal th 
effects were  the worst.

I hope this  overview has helped to put  th is in perspective.
Senator  Hathaway. If you had to say that  the program itself 

had gotten  people from 40 and  on to quit—they are  also the ones 
who are seeing thei r friends  dying from lung cancer. And tha t may 
have more of an effect on th em than  a ll the  education.

Dr. DuPont. I have to believe that  they were seeing that  before. 
There was something about  t he  public reaction and the  visibility of 
these deaths. Before the  Surgeon General’s repor t, I jus t don’t 
thin k the  deaths  related to smoking were visible. Smokers had an 
easier  time not making the  connection between the  deaths and 
smoking. This is what we a re trying to do now with PCP.

Pa rt of the problem with phencyclidine  is that it has ridden on 
the coatta ils of ma rihu ana  in the  drug-using scene. It is consumed 
like marihuan a. Because youth, and the population in general, has 
taken an increasingly—and I thin k very distressingly—permissive 
att itude toward the use of marihuana, phencyclid ine has had an 
easy road. This has encouraged the  cur ren t very high levels of use 
of PCP.
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One of our prim ary objectives is to drive a wedge between pot 

and PCP.
I thin k we are having some measure of success in that effort. 
Basically, we a re saying PCP is not “just a new smoke.” PCP is 

not j us t a s lightly stro nge r mari huan a.
Tha t will have an effect on many people who have not used PCP 

and  some casual users. It will not have an effect on many of the  
hardcor e, dedicated PCP users who are  usually quite  disturbed in 
many ways.

So we will need to do more tha n jus t drive th at  wedge between 
pot and PCP. We will need to provide tre atm ent and rehab ilita tion 
and  other programs for those people who are  most seriously affect
ed.

For many young people, the campaign th at  we have gotten  going 
will help. I give gre at credit to the  media for this. We are now 
gett ing across th e idea th at  PCP is different. It is not like ma rihua
na.

Sena tor Hathaway. Wha t are you doing? You say  you are trying 
to drive a wedge. Wha t kind of a campaig n do you have going?

Dr. DuPont. The “Ba ret ta” campaign, for example, the TV spot 
th at  Dr. Bourne talk ed about. Robert Blake says th at  PCP is a 
snak e that will kill you. In addition, we have quit e literally spread 
PCP pamplets all across the  country. The yellow one th at  you have 
before you is an example th at  has gone out to all the  drug educa
tion programs and the  tre atm en t programs and most of the  schools 
in the  country. We have  sent  new informatio n to all the medical 
examiners, all the  commu nity men tal hea lth  centers, and all the  
drug  abuse treatm ent  programs in the  country.

In the  last  y ear the re has been a major effort by NIDA and DEA 
to get across the  idea th at  this is a serious problem and to provide 
people w ith the knowledge necessary to respond to it.

For example, before we sent this new infor matio n out, many of 
the  coun try’s medical examiners did not know to look among 
drowning, burn, and accide nt victims for PCP use. So they were 
unde rreportin g PCP rela ted  deaths  in their  own communities.

I don’t w ant to overstat e what this  new effort will do. The fact is 
th at  PCP is a cheap and very powerful drug.

What  Dr. Bourne said is correct. The prospects  are, I thin k, 
ra th er  gloomy for this  drug. But we can do som ething, and I think  
we a re doing a good b it more than we were before.

Sena tor Hathaway. Can you subm it the  evaluatio n of this pro
gram  for us to look at?

Dr. DuPont. Yes; I would be happy to.
[The mate rial supplied follows:!

Evaluations of Prevention Programs

SELE CTED EXA MPLES OF COMPLETED STUD IES

An evaluation of the Gloucester Drug Abuse Preventio n Model (A NIDA preven

tion grant /contract, 1977) found tha t this prevention program mobilized community 
inte rest  and support for youth  through  the involvement of key represe ntatives  of 
the  educational system, the law enforcement system, the social service system, and 
local talented craftsmen. As a result, youth in this prevention  program developed 
more positive attitudes of themselves, of their  communities, and reduced their  use of 

drugs.
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Project PACT, a NIDA school-based project designed to increase positive personal 
interac tions between teachers  and students, raised self-esteem of students partici
pating in “Rap counseling,” lowered the rate  of school absenteeism for those in the 
prevention program, and resulte d in significant gains in school achievement scores 
in those classes taug ht by par ticipating  teachers.

Carney ’s (1972) evaluation of an “affective education: program in the Coronado 
School System (California) found th at  students partic ipating in “values clarifica- *
tion” courses had less initial  use of drugs such as alcohol and mari juan a than  did 
control students. These results replicated across several schools and grades.

A review conducted by th e Preven tion Branch of 35 drug abuse prevention educa
tion projects found tha t 70% of the  prevention programs using the newer preven
tion strategi es such as values clarificat ion courses, classes in decision making, life *
skills curricula,  and peer tuto ring  showed positive effects on one or more drug 
specific measures of program outcome, e.g. self-reported drug use, institu tional 
records of drug use, intentions to use drugs in the future, attit ude s toward drugs, 
drug knowledge, academic grades or school at tendance . Only 29% of these programs 
showed some negative outcome, e.g., increased intention to use drugs in the future.

Project SPARK (New York City): The Nation’s largest school-based drug abuse 
prevention program (strategies include drug education, intervention  through group 
and individual counseling, tra ining of a peer leadership cadre, home visits, parent 
workshops, parent/child group sessions, community involvement, curriculum devel
opment, meaningful alternativ e activities, and in-service train ing for teachers). An 
evaluation of this program by Geomet (SAODAP Contract  1974) found tha t in 
comparison to controls, s tuden ts in the experime ntal group had less school absenses, 
fewer number of drug related  referr als, fewer number  of disciplinary  actions and 
bet ter grades.

Port Washington (New York): An altern ative  drug prevention  program offered to 
junio r high youth the opportunity to develop video productions tha t creatively 
addressed the problems they encou nter in the ir life. An evaluation by Gurgin 
(Unde r a NIDA grant, 1977) reports tha t in comparison to controls, students partici
pating in the program demons trated an increased sense of personal worth, reduced 
the ir proclivity to use drugs (e.g. intentions , attitudes, experimental behavior), evi
denced positive pa tterns  of social and personal growth, had fewer incidents of drug- 
relate d deviant behavior, increased positive behaviors within the classroom (sense of 
independence, self-confidence, sense of responsibility), had improved academic per
formance (e.g., grades, and grade point averages).

Project PR IDE (Florida, 1975): Is a drug abuse prevention program for youth tha t 
utilizes peer counseling as a  prevention  strategy.

This peer counseling program was designed as a supportive program to comple
ment and supplement existing guidance programs in the schools, and to take advan
tage of the positive influences young people have on each other. For the study, 
selected student volunteers from twelve junior and senior high schools were traine d 
in the  counseling process which involved skills in reflective listening, information 
and referral, and problem solving.

Peer counselling was then made available to youth throug h a “rap room” within 
the  schools participa ting in the  project. An evaluation of the project (Samuels and 
Samuels, 1975) found peer counselors and counselees involved in the program for a t 
least one month and selected for testing (144) showed gre ater positive change in 
the ir attitudes toward self tha n a matched control group (144) who were not in the 
program. Of the 121 teachers interviewed, 96 percent reported  observable benefits 
for the students  as a result of peer counseling. Improved communication between 
teach er and student was indicated by 93 percent of the teachers. Other areas of 
improvement also observed by the teachers included gre ater involvement with 
studies, independent assignment completion, being outgoing toward fellow students, •
and grea ter confidence in difficult situations.

The Ombudsman Program (Charlot te, N.C., 1977) has been primarily designed for 
the stude nts of the elementary and high school levels. In general, students  are 
involved in a semester-long Ombudsman class where they learn  about themselves, 
about communications, decision-making, and about helping relationships . »

Through these learning processes, they not only are encouraged to help them
selves, but others as well in the ir schools and communities. That is, students  
involved in these classes are encouraged to become “Ombudsmen” themselves or 
“Ombudsmen” in thei r communities. In addition, the Ombudsman instructors are 
encouraged to work closely with the principals, guidance counselors, homeroom 
teachers, or other health  teach ers in the schools where the program is implemented.
An evaluation of the project (Kim, 1977) reports tha t program participants (in 
comparison to controls) evidenced positive changes in six (of ten) drug-use related



psycho-social areas:  self-acceptance, sense of well-being, cognit ion of se lf-unde rstand
ing, coping ability, pa rent/ ch ild  rela tionships, and  positive social att itud es.  In add i
tion,  pre lim inary findings ind ica te th at  students  (fifth grade in par ticula r) par tic i
pa ting in this prevention program tended to rep ort  less use of a  wide var iety  o f lici t 
and  illic it d rugs to include cig are tte  smoking, phencyclid ine and  marijuana .

SELECTED EXAMPLES OF SIGNIFICANT ON-GOING EVALUATIONS

An eva luat ion of the Sta te of Georg ia’s “Life Sk ills” prev ent ion progra m. Under  a 
NIDA gra nt,  Research for Be tte r Schools will evalu ate  the  “Georgia Life Skills for 
Me nta l Health  Pro gram” . The Life Skills Program is being  developed by the  Office 
of Preven tion  with in the  Division of Mental Hea lth /M en tal  Re tard atio n in the  
State  of Georgia  in conjunction with the  Georgia State  Edu cationa l Agency.

The  program will be imp lem ented thro ugh  the  com mun ity me nta l health cen ter  
and will enl ist the  su ppo rt of th e Sta te Board of Ed ucat ion and  local school distr icts.  
The program  will pre sen t the opportu nity  for lea rning basic  int rap ersona l and 
interp ersonal skills which help in handlin g stress, responding to majo r life deci
sions, and  forming more  s atis fyin g inte rpe rsonal  rela tion s. These skills  are  basica lly 
the same skills th at  man y me nta l hea lth  helpers use and  teach when  they work 
with people in tem porary  crisis. The distinctiv e in tent  of thi s program  is to teac h 
the se skill s as an educational  experience (preventative) ra th er  tha n as a the rap eut ic 
experience  (curative). As a res ult , program rec ipients shou ld be be tte r prepared to 
take  respon sibil ity for thei r lives without recourse to drug s and  alcohol.

Research for Better  Schools (NIDA gran tee)  will assess the process by which the  
Georg ia Life Skills Program is implemented  and  the  outcome of t he  program on its 
particip an ts (student s and  teachers ). The overall objectives of t his  projec t are: (1) To 
perform an intensive and  rigorous  process eva lua tion  of the Life Skills Program 
th at  will: describe  and  assess  th e implem entatio n of the  Life Skills Program plan;  
provide ongoing feedback to pro gram sta ff as  t he  basis for conceptual and o peratio n
al programm atic  changes ; and , establish a context  for int erpreta tio n of th e outcome 
eva luation . (2) To perform an inte nsiv e and rigorous outcome eva luation  of the Life 
Skil ls Program  th at  will: assess the effect of the  program  on par tic ipa ting teachers ; 
and, assess the  effect  of  the  p rogram  on p art icipating stud ents.

An Eva luation  o f the  S tate o f Nevad a’s Drug Abu se Prevention Program. Under  a 
NIDA gra nt,  the  Univers ity of Nevada will conduct a longitu dinal eva luat ion (three  
year ) of Nevada’s D rug Abuse Pre ven tion  prog ram th at  h as been  in existence for six 
yea rs in the  Nevada schools. Nevada offers a dru g abus e prevention cur ricu la 
(grades 5-9) th at  focuses upon decision-making relate d to substan ce abuse, coping 
with peer pressure and  t he  influences of advertis ing,  and  prom otion  o f responsibility 
to sel f and to others. For the  evaluation , a sample of 15,000 stu dents  who are in 
grades  5, 7 and  9 will be selected  for par tic ipa tion in the three- year evaluat ion 
project.  This sample populat ion will consist  of an exp erime nta l group and  a cont rol 
group . The experim ental group will consist  of those stu dents  who will be parti cip at
ing in the  Nevada Drug Abuse Preven tion  Program dur ing  1977. T he control  group 
will cons ist of studen ts who hav e not par ticipated in the  Drug Abuse Prev enti on 
Pro gram dur ing th e same tim e period.

Both groups will be tes ted  at  seven  differen t tim e interv als  dur ing  the  thre e-year  
project period and compared on measures of dru g use, int ention to use drugs,  self- 
concept, and  decision-making skills . Comparisons will also be made utilizing  socio
economic sta tus , ethn ic background and  sex.

Evalu atio n o f Project Propinquity. Und er a NIDA grant, Dr. Fred  Crawford of 
Emory Univers ity will measu re the  effectiveness of Atla nta’s Proje ct Prop inquity. 
Based at  Smith High School and at  several str ee t academies, the At lan ta program 
brings  together rep resentat ive s of all the  agenc ies designed to help  young people 
such  as the  schools, the  juv enile  court system, the  healt h dep artment,  welfare 
agencies and the  police. The Atla nta programs ope rate  under an umb rella agency  
calle d Exodus.

Some 500 young people with problems are group ed tog eth er at  school in “fami ly 
un its ” of ten  centered aro und  a counselor.  The counselor  is ava ilab le around  the  
clock when  the  s tudent s need help.

The  Propinquity  Program tak es studen ts who are not succeeding and  gives them 
the  a ssu rance and s upport the y need.

The  eva luation  of the  project seeks to det erm ine  if this project is cost-effective. 
Mea sure s include da ta from stu dents  (demographic, at titud inal,  drug-use levels), 
counse lors, and teachers . Cost da ta  rele van t to the  pro gram’s operation is being  
provided by the  project. In gen era l, the  stud y will show the  actua l doll ar cost of a ll 
the social services provided to th e studen t and  will record wh at happen s to th at  
stu de nt as a result  of the  p rogram.
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TREATMENT EVALUATION

There have been a number of significant research findings th at  have positively 
impacted on prevention and trea tment  activities.

(1) The use of the antagonist naltre xone  has been shown to be highly  effective in a 
prison work release program. Since naltrexone blocks the effects of heroin, this 
study demonstrated tha t a county could allow ex-heroin addicts to participa te in a 
work-release program knowing th at  they were “protected” from the use of heroin. 
The work release programs have proven to be successful and it is a major advantage 
to be able to allow ex-heroin addicts to become par t of this rehabil itative  effort.

(2) NIDA researchers have demonstrated  tha t approximately one-third of clients 
in trea tment  suffer from depression. It has furt her  been shown that  treatment of 
these individuals with anti-depress ant therap y has a positive effect on the tre at
ment  of thei r drug abuse problem.

(3) The VA cooperative study has demonstrated the effectiveness of LAAM and 
methadone in the trea tme nt of d rug addiction. It also provided additional informa
tion on th e relative efficacy of vario us dosing regimens.

It was shown, for example, th at  while LAAM and methadone did not differ 
greatly in the number of patients  remainin g in trea tmen t, those clients taking  
LAAM were significantly more drug  free than  those on methadone.

(4) Another study had demonstrated  tha t the problems seen with methadone 
detoxification are primarily  pharmacological and not psychological in nature. This 
has allowed for increased understand ing and optimization of methadone detoxifica
tion procedures.

(5) Family therapy  with heroin  addicts has been shown to be effective in the 
trea tment  of drug abuse. The resul ts of th is study indicated that  brief, struc tural  
family therapy, when compared to non-family (methadone ) trea tment  significantly 
increased the number of days free  from heroin, other illegal drugs, and alcohol. This 
work is presently being extended.

(6) The Drug Abuse Reporting Program (DARP) commenced in 1969, and during 
its admission and in trea tme nt data collection phases, collected d ata on over 44,000 
individual clients entering Federall y funded trea tme nt programs for drug abuse 
relate d problems. Follow-up studies  have been conducted on admissions to DARP 
trea tment  programs for the  years  1969-71 (cohort 1) and  1971- 72 (cohort 2), and are 
curr ently being conducted on admissions during the years 1972-73  (cohort 3). The 
data has shown positive correlations  between trea tme nt by methadone mainte
nance, drug free outpatient  and therapeutic  communities and increases in post 
trea tment  employment, decreases in post trea tme nt criminal behavior and very 
significant  decreases in post t rea tment  drug use.

Dr. DuPont. Both tre atm en t programs and prevention programs 
are  pa rt of the demand reduc tion effort.

Sena tor Hathaway. Par ticu lar ly prevention.
Is this on PCP itself?
Dr. DuPont. No; our preve ntion evaluations rela te to illicit drug 

use in general. I don’t know about focusing on specific drugs.
From the demand reduc tion point of view, we focus on drug 

consumption altogether, ra th er  tha n taking one par ticu lar drug or 
anot her.

The supply reduction  folks can target  much bet ter  on specific 
drugs. We are more concerned with drug taki ng and the effect it 
has on one’s lifestyle.

Senator  Hathaway. Is this  one program or a lot of programs?
Dr. DuPont. Many quite  differe nt programs, which we categorize 

as information, education,  alter nativ es, and early  intervention.
In general,  the findings  have been quite suppor tive—both for 

tre atm en t and for prev entio n—not in term s of the ir solving the 
problem, but in t erm s of reduc ing illicit drug  use.

There is continu ing drug use among a mino rity of the  program 
parti cipants, but the re is clear evidence of reductio n of illic it drug 
use, which is the objective a fte r all, in the  majority.
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Once we get a program in place and it is working—and Dr.
Nowlis can talk  about this  too—I think,  in general, the  evaluat ions 
have been positive.

Senator  Hathaway. Dr. Nowlis?
Dr. Nowlis. Of course, our program is a relatively small pro-

* gram.  It makes the assumption that we are  dealing with complex 
behavior which varies from place to place and group to group and 
th at  whatever we design has to be appropr iate  for that group.

So we don’t take  one thing, like peer counseling or alte rna te
* schools, individual strategies, but we look a t pat terns of things  t ha t 

a given community can do.
In general , if tha t is designed with the  needs of th at  community  

in mind and an understand ing of the ir partic ula r problems, they 
get very dramatic reduction s—not only in alcohol and drug abuse— 
destructive alcohol and drug use—but  also in other kinds of de
struc tive behaviors.

It is very difficult to do a classic nationwide evaluation,  because 
the  assumption behind most of those evaluations is that  there is a 
single problem, and you are  testing the  effect of a single interven
tion.

But when you look at  a pat tern  of interventions in a given 
community , there are  ve ry dramatic reductions.

Senator  Hathaway. Tha nk you.
Pete r, I inte rrup ted your  statement at some point. Did you say 

all you wanted to say, or do you want to finish something?
Dr. Bourne. I would like to jus t come back to the  issue of the 

specific legislation for a minu te.
We have some reservat ions.  We are  still having discussions with 

the  D epartment  of Commerce, HEW, and others.
If we could submit in writing a more detailed position on the  

specific legislation, I would like to do th at.
Senator  Hathaway. That would be fine.
[The materi al supplied follows:]

The White House, 
Washington, August 17, 1978.

Hon. Paul G. Rodgers,
Chairman, Subcommittee on Health and Environment ,
House of  Representatives, Washington, D.C.

Dear Mr. Chairman: This is in response to your request for the views of the 
Adminis tration regarding the “PCP Criminal Laws and Procedures Act of 1978” as 
it was passed by the  Senate last month. Although as we note below there are some 
agreed upon concerns relating to the  legislation, we support  its enactment in the 
hope that  it will provide a useful tool in dealing with the serious PCP problem we 
now face.

We would first like to tha nk  the members of Congress for this opportunity to
* work with you in your efforts to find ways to cope with the very serious problems 

PCP is causing the people of the United States today. I feel s trongly tha t this type 
of joint  effort has been most useful during the past 18 months and look forward to 
continuing such cooperation and  coordination.

Concern about the  dangers presen ted by PCP use has been rising rapidly through-
*  out the Administration and the Congress, especially during the past year. We began 

some time ago to take measures  in the law enforcement, health, and education and 
prevention areas to combat the  abuse of this  substance. We realize, however, tha t 
there is a need to go even fur the r in our efforts, and we support the efforts of the  
Congress in drafting legislation on this issue.

As you know, on August 11, 1978, representatives (see enclosed list) from the Drug 
Policy Office, OMB, Depar tment of Justice, Depar tment of Health, Education, and 
Welfare, Senate and House of Representatives met to discuss the  proposed PCP 
Criminal Laws and Procedures Act of 1978 as it passed the Senate. The purpose of
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the meeting was to reach agreemen t on the key provisions of this legislation. Since 
your staff was unable to attend, let me take this opportunity to relate  the discus
sions and agreements which took place a t th is meeting.

Questions were raised as to the  effectiveness of increasing the  penalties for the 
manufacture  and trafficking of PCP, in light of the fact that  judges are not now 
imposing the maximum sentences available to them. However, it was agreed tha t 
such increases will not be detr imental  to the enforcement effort and may actually 
aler t judges to the seriousness of the PCP issue; therefore, it was decided tha t 
increased penalties were appropriate . This should be combined with an education 
program to further inform judges and prosecutors about the seriousness of the PCP 
problem.

Questions were also posed concerning the advisability of rais ing the penalties for 
PCP alone. There was strong belie f that, as a general rule, penaltie s should not be 
set on a  drug-by-drug basis. Fur ther, there was concern that  penalties  for scheduled 
PCP analogues should para llel those for PCP, since thei r characterist ics and manu
facture are similar. Therefore, in an attem pt to deal quickly wi th the PCP problem, 
it was agreed tha t the pending legislation should include increased penalties for 
PCP and its scheduled analogues. It was fu rther agreed that  increased penalties for 
all non-narcotic drugs in Schedules I and II should be considered in the future, 
probably in conjunction with the  expiration of the  Controlled Substances Act next 
year.

The participants also discussed the piperidine reporting requirements contained 
in the legislation. There was some concern voiced by the group as to the effective
ness of the requirements for repor ting piperidine trans fers since, theft, diversion, 
falsification of identification or laboratory synthesis could supply piperidine for PCP 
manufacture. Even if piperidine were completely cut  off from PCP manufacturers, 
there is the  probability that  illicit  manufacturers will switch to any of the more 
than 30 chemicals which could be substi tuted for piperidine to make PCP-like drugs.
Four or five psychoactive analogues  having pharmacological effects s imilar to PCP 
have been found on the street already; most PCP analogues are not currently 
scheduled. There was general agreement  t hat  controls on piper idine would probably 
affect small manufac turers of PCP, thought now to be the major source of supply of 
the drug, but are unlikely to have a great  impact on larger, more organized 
manufac turers.

Regarding the regulatory impact on legit imate commerce, the Just ice Department 
indicated tha t its initial estimate of 73 work years and $3,654,000 for implementing 
the reporting requirements was based on the original version of the proposed bill.
Although it was indicated tha t the  cost to Justice would be somewhat lower under 
the  version which passed the Senate , there  was still some concern expressed over 
the cost and administ rative burden such reporting  requi rements might place on 
both government and industry. There  was additional concern over the potential 
negative impact the requirements might have on legitimate  researchers. It was 
recognized tha t this step could lead to attempts in the future to control the great  
varie ty of common chemicals (other than immediate precursors) which are used in 
illicit d rug manufacture.

All present agreed that  there were some problems with the  bill; however, all 
concurred that , in lieu of a bet ter approach, the bill would provide a starting point 
for attempting  to deal legislatively with the PCP problem. It was furth er recom
mended tha t the sunset provision be reduced from three years  to two, since the 
effectiveness of this approach could be reevaluated by that  time, and tha t the 
impact of the bill be carefully  scrutinized.

With these considerations in mind and with the amendments described above, the  
Administ ration supports this bill as an additional step towards attempting to con
trol the  PCP problem. We look forward to continuing to work with the Congress and 
the  affected agencies to develop bet ter means of enforcing existing laws and to *
continue to search for other measures to more effectively prevent the illicit manu
facture and sale of PCP and its analogues. Likewise, we will look to the Congress for 
aid in informing judicial officers of the need to impose adequate sentences upon 
those convicted of illicit drug manufacturing and trafficking.

I apprecia te the opportunity to comment on this bill and to work with you to *
combat this and al l forms of drug abuse.

Sincerely,
Lee I. Dogoloff,

Associate  Director,
Domesti c Policy Staf f.



Meeting, August 11, 1978, Room 263
Louisa Schien (Senator Hathaway).
Ellen Akst (Senator Hathaway).
Elliott Brown (Congressman Gilman).
Joseph P. Byzoatowski (DEA).
Bob Carlstrom (OMB).
Richard Carro (House Select Committee on Narcotics).
Howard McClain (DEA).
Clifford Naeve (Senator Bentsen).
Jack  Perkins (Department of Justice).
Steve Rapp (Senator Culver).
Paul Spiegel (HEW).
Howard Wallach (Select Committee).
Bob Stutman (DEA).
Robert Willette (NIDA).
Ansis Helmansis (FDA).
Lee Dogoloff (Drug policy staff).
Bob Angarola (Drug policy staff).
Danielle Dunning (Drug policy staff).
Mazie Pope (Drug policy staff).
Sibyl Halper (Drug policy staff).

[Memorandum for the  File]

The White  House , 
Washington, August 16, 1978.

From: Lee I. Dogoloff.
Subject: PCP meeting—August 11, 1978.

Representatives (see attached list) from the Drug Policy Office, OMB, Depart 
ments of Justice and HEW, and the U.S. Senate and House of Representatives met 
to discuss the proposed PCP Criminal Laws and Procedures Act of 1978 as it passed 
the Senate. The purpose of the meeting was to reach agreem ent on the key provi
sions of this legislation.

Questions were raised as to the effectiveness of raising the penalties for the 
manufacture and trafficking of PCP. Since judges are not now imposing the maxi
mum sentences available to them, there  is some question as to what effect increas
ing those maximums might have. However, since such increases will not be detr i
mental and may actual ly signal to the judges the seriousness of the  PCP issue, it 
was decided th at increased penalties were appropriate.

Questions were also raised concerning the advisability of raising the penalties for 
PCP alone. There was s trong belief tha t, as a general rule, penalties should not be 
set on a drug-by-drug basis. Further, there was concern that  penalties for scheduled 
PCP analogues should paral lel those for PCP, since the ir characteristics and manu
facture  are similar. Therefore, in an attempt  to deal quickly with the PCP problem, 
it was agreed tha t the pending legislation should include increased penalties for 
PCP and its scheduled analogues. It was fur ther agreed that  increased penalties for 
all non-narcotic drugs in Schedules I and II should be considered in the future, 
probably in conjunction with the expiration of th e Controlled Substances Act next 
year.

Additional concern was expressed regarding  the piperidine reporting require 
ments. There is some question of how effective the reporting of piperidine can be, 
since theft, diversion, falsification of identification or laboratory synthesis could 
supply piperidine for PCP manufacture. Even if piperidine were completely cut off 
from PCP manufacturers, the re is concern that  they will switch to any of the more 
tha n 30 chemicals which could be subst ituted for piper idine to make PCP-like drugs. 
Four or five psychoactive analogues having pharmacological effects similar to PCP 
have been found on the  street already; most PCP analogues are not currently 
scheduled. There was general agreement tha t controls on piperidine would probably 
affect small manufacturers  of PCP, but are unlikely to have a great impact on 
larger, more organized manufacturers.

The Department of Justice indicated tha t its original estima te of 73 work years 
and $3,654,000 for implementing the reporting requirements was based on the 
original version of the proposed bill and would be somewhat lower under the 
version which passed the Senate. There was concern expressed over the  cost and 
burden which such repor ting requirements might place on both government  and 
industry. In addition, such reporting requirements might impact negatively on 
legitimate  researchers and lead to a ttempts to control the great  variety of common
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chemicals (other t han  immedia te precursors) which are used in illicit drug manufac
ture.

All present agreed that  the re were some problems with the  bill; however, all 
agreed that,  in lieu of a bet ter  approach, the bill would provide a start ing point for 
attempting to deal legislatively with the PCP problem. It was further agreed to 
reduce the sunset provision from three  years to two, and to carefully scrutinize the 
impact of the bill.

The following were assigned as follow-up activities: *
1. HEW (Helmanis) will consult with Dr. Czechowicz and the Bureau of Veteri

nary Medicine to ascerta in whether alternatives  to PCP exist so it can be resched
uled in to Schedule I.
2. DEA (Stutman) will provide an updated estimate of costs involved in imple

menting the  piperidine report requirements. *
3. Lee Dogoloff agreed to contact Congressman Rogers to discuss today’s meeting.
Phencyclydine (PCP) is a fairly new drug on the national drug abuse scene.

Although it enjoyed some popular ity in the late 60’s, its use was restricted  to 
narrow geographic areas and age groups (e.g. the Flower Children of the Haight 
Asbury). Consequently, such use was not reflected in nationa l statis tics.

Within the past two years, prevalence of PCP as a separate substance within the 
hallucinogen category has grown sufficiently th at nationa l data  can be collected and 
reported. Beginning with 1976, the National Survey on Drug Abuse reported Life
time Prevalence for the three age groups as summarized below:

[In  percent]

Ever used

19 76 -7 7 change

(3 )

1976

(1 )

1977

(2 )

Youth,
age 12- 17  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Young adults,
. . . . . . . . . . . . . . . . . . . . . . . . . . .  3.0 5.7 SS

age 18- 25  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Older adults,

. . . . . . . . . . . . . . . . . . . . . . . . . . .  9.5 13.9 SS

age 26 p lu s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  .7 1.1 NS

SS=S igni fic an t at 0.01 level; NS =  Not sign ificant.

Prevalence of PCP used by the national sample is so recent tha t data on current 
or heavy or long term use are not available.

Senator Hathaway. Do you all agree that  if you could just  keep 
the  ingredient off the  market,  we are  bet ter  off? But you don’t 
agree that we should drop the prevention or education programs?

Dr. DuPont. Tha t was the stat ement  of yours  that moved me 
into action, Senator.

Dr. Nowlis. I think  it is extremely imp orta nt to recognize the 
fact that  young people use drugs—whatever the  drug may be—for 
a reason. As long as the  reason remains—as, for instance, to dem
ons trate tha t one is strong enough to take  risks—the part icular 
substance is not so im por tant as the status and reinforcement they 
get from th eir peer group.

If you eliminate one drug completely, they will sta rt in on an
other one.

As Dr. Bourne and Dr. DuPont  have both said, there are  thou
sands of drugs available .

Sena tor Hathaway. Are ther e thousands available; is t ha t lite r
ally true?

Dr. Bourne. There  is the drug demerol, which is a synthetic 
narcot ic and which is used like morphine. Ju st  in the  chemical 
family related to th at  one drug, there are 4,000 potential drugs 
th at  could be made.
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Tha t is relat ing only to the chemical drug substance,  demerol 
and th at  family of substances.

So th e total number of po tentia l drugs which can be addicting or 
abused is absolutely enormous. Many of them  have never been 
made. But chemically it is quite possible to make  these  substances.

* Senat or Hathaway. So you are saying it would be ju st impossi
ble to keep th em all off the  market.

Dr. Bourne. I th ink  so; yes.
I think if you set out  to do with all of the  substances, what we

* are  t rying to do with PCP, it would be absolute ly impossible.
It may be a  useful stra tegy  to ju st deal with them  one by one as 

they  arise and become abused, but I think th at  we should not 
delude ourselves into thinking th at  by dealing with one, we won’t 
end up facing ma ny more down the  road.

Senator Hathaway. Thank you.
I don’t have any more questions, and I don’t know whe ther  

Sena tor Culver is coming back or not. Perh aps staff has a question 
for you.

Mr. Rapp. I have a question for Dr. DuPont.
I have your sta tem ent  of October 30 on PCP which you issued at 

a conference of the Americ an Public Hea lth Association.
At tha t time you said you were assignin g top prior ity to PCP and 

announced a number of actions you were taking .
What concerned me was a part icular pa rt of th e stat eme nt in the 

thi rd paragraph:
“While the Ins titu te’s drug ale rt systems are  not repor ting high 

levels of use” * * *
I was interested  in th at  because of t he fact th at  we did have all 

this  testimony 2 weeks ago of thi s drug  becoming a major problem 
in 1972 and reaching epidemic proportions, as Sena tor Culver has 
said, 2 x/2 years ago in some parts  of th e country, including  suburbs  
of Washington and some areas  of the west coast.

But yet somehow the  DAWN netwo rk didn ’t seem to be feeding 
in this information.

I wonder if this is a problem with the  DAWN network. Does 
the re need to be improvem ent, or is it jus t a reflection of t he fact 
th at  th e PCP use is spotty?

Dr. DuPont. Tha t was a very serious problem, and it continue s 
to be a problem.

Phencyclidine is uniqu e in the ext ent to which it masquerades or 
hides its identity, in term s of our dat a systems and in term s of
even the user s’ knowledge of wha t he is using. PCP has many

< differen t names, of course, and is sold and used in many quite
differe nt ways.

I have talked to many phencyclidine users who swear tha t angel 
dust  is something  diffe rent from hog, for example, or differen t yet 

*  again  from PCP. W hat they are talk ing about is t ha t phencyclidine
comes in differe nt forms. But as far as I can understand , it is the 
same drug. This is n ot so different from alcohol drink ers who claim 
very different effects from beer and vodka, even though the active 
drug  in both is alcohol.

Tha t confusion poses an enormous complication  in terms  of our 
reporting  systems. This is part icul arly  tru e when, for example,
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medical examiners are not looking for phencyclidine, which was 
the case before we sent out the  recen t a lert.

They simply did not know where to look or how to look. They 
were not aware  that PCP was a major problem. Tha t is one of the 
reasons we alerted  them to this.

You are  probably fami liar with the situa tion in the  District of 
Columbia at St. Elizabeth’s Hospital where the re was a very low 
level of awareness before Dr. Luisada got interested  in PCP psycho
sis.

He found, that 160 out of 800 acute  psychia tric admissions  in 1 ■
year  from one area  of the  city were for phencyclid ine psychosis.
This is an  enormous percentage.

One year  af ter he published th at  finding, a reporte r called up the 
doctor in charge of the  psych iatric  uni t at the  D.C. General Hospi
tal which feeds most of the  pat ients to St. Elizabeth’s from this 
area  of t he city, and asked him whether he considered phencycli
dine to be a big problem. The answer was “no,” because D.C.
General was still sending PCP patients  over as “acute  schizophre
nia ” and not identifying the problem for w hat it was. This occured 
even after this city had had all this publicity and Dr. Luisada  had 
done his very valuable scientific  work. The refe rral  source was still  
writing the  pati ent off as an acute schizophrenic reactions on the 
admission forms.

That  kind of underreport ing is, I think, unique for PCP use.
The same thing  happened in the  Phoenix House program in New 

York. When I got in touch with Dr. Mitchell Rosenthal last  year 
and asked him whether phencyclidine was a problem, he said “no,” 
it was no t but tha t he would look in to it.

He found out tha t PCP use was being reported unde r “Other” on 
the ir admissions forms. They did not have a special category for 
phencyclidine. In fact, 20 to 30 percen t of Phoenix House admis
sions were primarily for phencyclidine use. But he didn ’t even 
know th at  until I called him.

In o ur NIDA CODAP form, phencyclidine  is reported  under “hal
lucinogens.” Th at is a very pecu liar position to put the  d rug in, and 
it made it difficult for us to identi fy the extent of the  problem. Dr. 
Rosenthal was not alone in  overlooking t he PCP problem.

Mr. Rapp. You have clearly described a substan tial  problem. We 
have heard all sorts of very good testimony about  the  need to 
respond in effective ways to drug epidemics. But if you don’t know 
what  is happening it is hard to respond.

For instance, as I underst and  it, the DAWN program is keyed 
into emergency rooms. For th at  to work there has to be knowledge 
by the  people in the emergency rooms about  PCP effects. If a >
person seems to be schizophrenic, then they are  going to think i t is 
schizophrenia unless they are familia r with PCP.

Dr. DuPont. Or it is a  drowning, and they never identify it, for 
example. »

Mr. Rapp. What of other  methods?
We have had some contact with  these drug analysis programs 

around  the  country where young people send drugs for analysis.
I know G. D. Searle Co. in Chicago sponsors one. Pharmchem in 

California is another, though it is presently burr ied by all the 
Par aqu at samples.



When we have talke d to these  people, they  have repor ted enor
mous quantities of PCP coming in. The people who sen t it in 
thought it was mari juana; or THC; or LSD; but  the  stuf f was PCP.

Dr. DuPont. T hat  is right.
Mr. Rapp. Is there any effort to incorporate some of the data th at  

is coming in from th ese labs?
Dr. DuPont. Yes, the re is; and we are doing tha t now.
We are also using  another  source that  we have found to be 

surpris ingly effective. We are  now monitoring the media for re
ports about specific new drug problems.

The media atte ntion given to drugs seems to be a sensitive 
barom eter of the extent  of the  problem.

Just last week I was made aware of the  problem with pentaza- 
zine and pyrobenzamine—two drugs that  we thought had a very 
low level of abusability.  They are  having  a big problem with these  
drugs in Chicago.

That was brought to my a tten tion  by a television reporte r from 
Chicago. It is a good example of use of the  media as a way of 
identifying a serious new problem. Tha t par ticu lar epidemic does 
appear to be fairly localized in Chicago, but it is a concern. So we 
are using both the  methods you are  talk ing about: Stric t sample  
labs and the media.

However, I must  emphasize that  t he extent of this  masquerading 
issue is unique  to phencyclidine. Tha t has not happened with the  
othe r drugs we have been dealing with.

Mr. Rapp. I have one question, that  Senator  Culver was quite  
interested in, for Dr. Nowlis about  the  effectiveness of peer coun
seling.

I understand your program essen tially  amounts to about five 
resource cente rs arou nd the country . People come in and receive 
training and assis tance  and reach  out to a thousand  school systems 
out of the Nation’s 16,000 school systems.

Tha t is one-six teenth tha t you have been able to get to. Of course 
the resources of your program are  very small.

But have you considered, in the  direction that  you give to people 
at the resource cente rs, peer counseling as a method of reach ing 
young people—bringing forth those who have used PCP and have 
stopped using it, like the group that  we had here 2 weeks ago.

Dr. Nowlis. Wha t we do is to ask each school or community to 
look at its p roblems and its resources and the  hu man  resources and 
skills that it has available and then select from as many as 28 
different possible responses 1, 2, 5, or 8. The average  number that  
they build into the  programs is 10. Many of them include peer 
counseling.

For instance, in our data  base righ t now—and that can only 
follow a team for a 1- to 2-year per iod—we have 147 peer counsel
ing programs.

We also use that  as a sort of research basis, because there is peer 
counseling and the re is peer counseling.

Because of the close relationship between the  teams and the ir 
programs and the  centers, via the  techn ical assistance th at  the  
centers continue  to supply to the  teams, it is possible to identi fy 
what  kinds of peer counseling with what  kinds of training and for 
what age groups rela ting  to w hat age groups are effective.
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It is going to take a while to get that out.
But peer counseling is one of the very popular techniques.
When it is in place and  when it is effective, it is a vehicle to 

respond to something th at  comes up in the community—as, for 
instance, the introduction  of PCP.

Mr. Rapp. As I und ers tand  it, NIDA has  responsibility for devel
oping educational materials and prevention mate rials .

In your view, are you getting enough preven tion mate rials and 
education  mate rials to do the  job? Is there any way that ther e can 
be improvements in cooperation  between NIDA and your office?

Dr. Nowlis. We work very closely with the preven tion branch of 
NIDA, with the  NIDA clearinghouse, and with  the prevention  
branch of NIAAA and t he  NIAAA clearinghouse.

We do use those material s. We make them available as tools for 
teams to incorporate into the ir action plans. But we throw our net  
much, much wider.

There are many good things that  have been developed in the  
priva te sector.

Also, we find, as our teams get down the road 2 or 3 years into 
action, tha t we can feed the ir successes back into the system.

So we have a  very r ich resource.
Mr. Rapp. One thing still  bothers us—and b others everyone t ha t 

looks at  this part icul ar problem.
We are doing all of this. Your program, I know, has limited 

resources and everyone has  l imited resources. But why a ren ’t these 
things effective? Why do we see the  use of PCP, in terms  of the  
deaths it causes, tripl e in the  course of the years?

Efforts are being made. What is wrong with them? What can be 
done to improve them? Wha t is going to be done differently in the  
futu re which offers us some promise that  this drug  is not going to 
continue to expand into all parts of the country and age groups?

Dr. Nowlis. I think we have to be very careful when we say i t is 
not working.

Are we concluding th at  on the basis of national statistics? Are 
we basing it on how many communities  across the  country? What 
is the size of the  sample? Is it a general  popula tion sample, or is it 
a t arge ted population sample?

We don’t pretend—it would be ridiculous to pretend—with our 
program, which is real ly basically a developmental program, that  
we can have, with $2 million  a year, a major national  impact. But 
we can demonstrate  impact on the  schools in which we have our 
programs. We hope that  will encourage other schools.

One of the things, for instance, that  we do is, once we have a 
clus ter of schools operatin g successfully, through technical assist 
ance and training of tra ine rs, we tra in  them  so that they have 
the ir own t rain ing capac ity and can reach  all the  othe r schools in 
the  distr ict.

For instance, in Dallas, Tex., which is the model where we tested 
this, they now have team s in 42 jun ior and senior high schools and 
some elementary schools, and  by the end of the  next academic year 
we will have them in a ll 62 elementary  schools and total satu ration 
of the  system.

It is a model. I th ink  w ith limited resources we have been able to 
spread  it fairly widely. But certain ly, as I say, with 1,000 school
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systems out of the tremendous number and with a major emphasis  
on elementary- and secondary-age students we canno t expect  to 
have a  major impac t on natio nal trends and statistics .

I thin k it should be remembered that  most of the data th at  we 
have would suggest tha t the major drug problems are in the  18- to 
26-year-old age group.

• It is not as easy to reach  them as it is to reach  a captive 
audience.

We hope wha t we are doing at  the  elem entary and secondary 
education level, in terms of basic generic prevention, will have

* some impact on what young people do when they leave school.
Mr. Rapp. T hank you.
Dr. DuPont. May I make one brie f comment before we end, 

Senator.
I apprecia te the  sense of impatience th at  you all have abou t how 

slow we move a nd how la te we came to realize the seriousness of 
the PCP problem. But we would not be a s far along as we a re now 
without  th e interv entio n of Dr. Bourne and the  ODAP office.

Literal ly in a meeting that  we have every 2 weeks with  the  
heads of t he various programs we review problems that  we sha re 
and concerns th at  we have.

One of the  major issues that  we dealt with in the last  yea r in 
this group was phencyclidine.

It was at th at  meeting that Mr. Bensinger and DEA were given 
the lead for PCP. I thin k they  have done an excellent job of 
coordinating what response we have. This committee has been 
sensitive to the  need for t ha t kind of ove rall governmental coordi
nation from the White House.

I would feel remiss if I did not emphasize that  wha t we have 
achieved in this  area and many others has depended very heavily 
on th at coordination. I sincerely hope we do not lose it.

Senator H athaway. Thank you all very much.
Our next witness  is Senator Lloyd Bentsen from Texas.
On March 22, Senator Bentsen introduced S. 2778 to increase 

crimina l pena lties  for PCP traff icking and require reporting of 
trans fers  of the  chemical piperidine , which is an essential PCP 
ingredient.

Lloyd, it is a pleasure to have  you with us this morning.

STATEMENT OF HON. LLOYD BEN TSE N, A U.S. SENATOR FROM 
TEXAS

Senator Bentsen. Thank you ve ry much, Mr. Chairman. I a ppre
ciate the  opportunity to testify before you.

. Senator Hathaway. We appreciate your  inter est in this problem.
' I am glad to see that you have 29 cosponsors to your bill, none of

which are Senator Culver or myself, but we will be glad to join 
with you.

Senator Bentsen. I look forward to that .
Senator Hathaway. And we may offer some a mendments  in the  

course of the  m arkup .
Senator Bentsen. That would be fine.
I would say with the support of the two chairm en of t hese  two 

subcommittees th at  we are a long way down the road toward 
enactmen t of th is piece of legislation.

33-300 0 - 7 8 - 6
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I am accompanied by my staff member, Dr. Lewis Watts,  who 
has done a great deal of study on this  issue.

I introduced S. 2778 on March  22 to try  to help stem the  illegal 
tide of PCP that  we find sweeping over the schools and  stre ets and 
playgrounds of our country.

The legislation,  as you say, has  attr acted some 29 cosponsors. 
With you and Senator Culver th at  will be 31. So we are  almost a 
thir d of the way down the  road.

I th ink  it meri ts your sympathe tic atten tion. I don’t pret end it is 
going to eliminate  all the traffic in PCP, but I thin k it is going to 
be a very major step in slowing it down.

I would fur the r submit that  if S. 2778 is enacted into law, it is 
going to deter the casual deale rs in dementia who provide most of 
the  s treet drugs, help drive up the prices, and hopefully reduce the 
demand accordingly.

At this  stage of the game, Mr. Chairman, the  horrors of PCP 
have been very well publicized. The use of the  drug is so well 
documented  that  there is really very little requ irement for me to 
delineate the  dimensions of th is problem.

Suffice it to say that in 1977 we had over 100 deaths attr ibuted 
to the use of PCP, with most of the  victims succumbing to the 
strange dissociation-disorientation effects exerted by the  drug on 
the  user’s mind.

People die from PCP not so much from overdose but by jumping 
off buildings, bridges, down elevator  shafts, or by drowning.

A typical example is a  case of a  young man in Los Angeles who 
leaped from a second story window while he was under the influ
ence of PCP. He crashed through  a wooden fence prior  to striking 
the  ground. He got up, undressed, went back upsta irs, and then 
dove to his death from a balcony window.

While we have relatively relia ble figures on the  numbers of 
deaths attr ibu tab le to PCP abuse, ther e is no firm evidence availa 
ble on the  number of minds  th at  have been warped beyond repair 
by th is readi ly available and easily  manufactured anim al tran qui l
izer.

As Mr. Lerner recently testified, and as the  employees of any 
hospital psychiatric ward would verify, PCP is capable of inducing 
extreme psychotic behavior in users.

Clearly, Mr. Chairman, we have an urgent requiremen t to devote 
our best efforts to the control of PCP abuse—not only because PCP 
is dangerous per se but because it could also well be the harbinger  
of a wholly new genera tion of enti rely  synthetic  manmade drugs 
that  contain elements not normally found in natu re.

Unlike  cocaine, morphine, or opium, PCP does not have to be 
grown abroad; it does not have to be refined and smuggled into this 
country; we don’t have to be out there tryin g to inte rcep t boats 
coming in on th e Florida Keys. I t is here.

Unlike  LSD and rela ted semisynthe tic drugs having complex 
molecular archi tectu re, PCP can be produced cheaply and in abun
dance by anyone with perverse instin cts out to make a fast buck.

As a resul t, we have heard testimony from Mr. Tsavalas tha t 
making  PCP is as easy as following a cookbook recipe. There is, 
admit tedly, a danger of explosion in the man ufac turin g process; 
but even th at  does not dete r the  determined illicit manufacturer.
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Mr. Chairman, I would like to sketch out a little scenario for 

you.
Let us assume, just for the sake of argu men t, that someone in 

this  room wanted  to make a fast buck and decided to go into the  

PCP business. W hat would i t take ?
* It would take about $600—not too big an obstacle. He or she

would need some primi tive equipment and a place to manufac

ture—a cellar, a garage , or a van would all do. Then the ent rep re

neu r would go to a chemical supply house with cash in hand and 

order  t he ingredients.
They would orde r a little cyclohexanone, a litt le phenyl- 

magnesium halide, and  a little  piperidine.
Assuming th at  the  purch aser pays cash, the re would be no ques

tions asked and the  sale could not be traced.
Now t he person has almost everything he needs to turn  a $600 

investment into PCP th at  would have a street value of approxi

mately $100,000.
PCP can be sold for as little  as $1 for 5 milligrams.

We now have  a str ee t situa tion in which, for t he price of a school 

lunch, a child can buy enough PCP to blow his  m ind for 5 hours , or 

possibly forever.
But piperidine, the  thir d essent ial chemical in the  man ufac ture  

of PCP, is produced in small quan tities. It repre sents  only one- 

millionth of 1 perc ent of the U.S. chemical production. It has only 

one major legit imat e commercial use—curing rubber.
There is litt le reason why someone who is not in the business of 

curing  rubber should be purchasing PCP from a chemical supply 

house. On the contrary , ther e is every reason  to believe th at  a 

person making  a cash  purchase of p iperid ine is bent on the  illegal 

manufact ure of PCP.
S. 2778 is drafte d to atta ck the  PCP man ufac turin g process a t its 

Achilles h eel—the unques tioned access to piperidine.

The legislation I have introduced  would requ ire the purc hase r to 

identify himself a t the time of purcha se and the n th at  the  tra nsa c

tion be registered with  the DEA.
I am not suggesting a licensing procedure. I don’t envision int er

fering with the  norm al flow of chemicals throughout our economy. 

I have no inte ntion of creating a cumbersome Federal bureau cra

cy—and we are  not.
We a re simply proposing th at  those who go to a chemical supply 

company, in person or by mail, to purch ase piperidine should be 

required to pres ent positive identification and th at  the tran saction  

be registered and tur ne d in to t he  DEA.
Since many of those  currently  making such purchases are  en

gaged in the illegal manufact ure of PCP, it is reasona ble to 

assume, I thin k, th at  they would be rel uctan t to identify them

selves and have the  transact ion regist ered with the  DEA.

Mr. Chairman, PCP is dynamite. It can do to the  brai n wha t 

TNT can do to a  building.
We do not perm it people to come in off the stre et and purchase 

dynamite in this  country . It makes no sense for us to permit  

individuals to purch ase, without  even the  requ irem ent for identifi

cation, all the necessary ingredients for PCP.
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S. 2778 provides for not only the  positive identific ation of piperi
dine purcha sers, but it also includes  increased crim inal sanctions 
again st those trafficking in PCP.

The legislation  would have three prim ary benefits.
It would give law-enforcement auth orities urge ntly  needed infor

mation on the  purcha sers of piperidine—people who are  either 
curing  rubb er legally or destroy ing young minds illegally.

The requ irem ent for regi stra tion  upon purchase of piperidine 
would det er weekend profit eers from obtaining an essential raw 
materia l used in the PCP m anufacturin g process.

Finally, by providing legal procedu res for t he purch ase of piperi
dine, we would give drug enforcement officials an added weapon to 
use in prosecuting illegal PCP producers.

Mr. Chair man,  this bill, as you state, now has the supp ort of 31 
Members of th e Senate, drug contro l agencies of 14 States , and has 
received favorable comments from the  Federal  Drug Enforcement 
Administration.

I certainly hope th at  it me rits  the support of your subcommit
tees.

I apprecia te very much the  oppor tunity to present my case for 
this  piece of legislation.

Sena tor Hathaway. Than k you very much, Senator  Bentsen.
Under the  terms of your legislation, the chemical supply compa

ny would be required to keep a record, I presume, of w hat ID was 
shown, as well as th e name of the person; a nd th at  is it ?

Sena tor Bentsen. I would let the  Attorn ey General set up the 
specifics on that .

Sena tor Hathaway. Wouldn’t it be a violation if a chemical 
company did not have that?  Is t ha t your inte nt?

Sena tor Bentsen. Tha t is correct . They would be subject to pen
alties  if they did not  do it.

Sena tor Hathaway. I thin k th at  is a good idea.
What got you in terest ed in thi s?
Sena tor Bentsen. Frank ly, read ing some of the stories  and hear

ing some of th e stories on the  radio of what has happened to some 
of the  childr en in the Washington area. There  has been an incredi
ble increase  in the use of angel dust or PCP on the schoolgrounds 
of Washington.

There are  all kinds of kids gettin g into serious trouble and 
having men tal disorders resulting from it. Many of them  are per
manently  impaired.

Sena tor Hathaway. I thi nk  this  is an excellent approach to it.
Dr. P ete r Bourne indicated th at  the re were literally thous ands of 

chemicals on the market at the  present time th at  people could get 
ahold of, and that is one of the problems we have.

Sena tor Bentsen. There are  a number of analogs th at  we have in 
this  situa tion, but we don’t have  the kind of evidence yet as to the 
perm ane nt damage tha t we have on PCP.

We may have to move on those  later , but I thin k we have such a 
solid case here. We have been able to rifle in on one chemical 
ingredient that is produced in this  country in a very limited 
amount for a very specific purpose. And when it is used otherwise, 
the  obvious conclusion is th at  it is being used for PCP.
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Senator Hathaway. Of course, you would approve the same pro
cedure if we found out tha t othe r drugs had the  same effect on 
people.

Senator Bentsen. If they are that  easily controlled, I certainly 
would.

But I would defer to the wisdom of this subcommittee,  because 
you have a long history of your concern and inte rest  in this kind of 
drug abuse—both o f th e subcommittees do. You have stressed  edu
cation and trying to  find ways to de ter the  use.

Senator Hathaway. Do we have any other similar legislation?
Senator  Bentsen. No; not on this. This is th e only one.
Senator Hathaway. In this field or in other fields?
I know we have it, for example, with respect to gun control.
In certa in States , my own for example, you have to sign your  

name so they can identify  anybody who purchases a gun. Tha t is 
open to the police to check those records.

Senator Bentsen. Of course, I had reference to the  purchase of 
explosives—dynamite and tha t type of thing.

Senator Hathaway. They are required to sign up.
Senator Bentsen. Right.
Senator Hathaway. But not in the  drug  field, that  I know of?
Senator  Bentsen. No; I am not familiar  with any other.
Senator  Hathaway. Senator, tha nk you very much. We cert ainly 

apprec iate your contr ibution and your testimony.
Senator  Bentsen. Than k you.
Senator  Hathaway. Our next witnesses will consist of a panel: 

Mr. Pete r Bensinger, Administ rator  of DEA; Howard McClain, 
chief of DEA’s Regulatory Control Division; Alice Kruegel, forensic 
chemist of DEA’s Special Research and Testing Laboratory; and 
Dick Rottinger, special agent for Newark, N.J.

Peter,  it is a pleasure  to see you again.
I unde rstand th at  you have a prepared  statement. It will be 

made a p art  of th e record; and if you can  summarize it, tha t will be 
fine.

STATEMENTS OF A PANEL: CONSISTING OF PETER  B. BE N
SINGER, ADMINISTRATOR; DICK ROTTINGER, SPECIAL AGENT,
NEWARK, NJ .; DR. ALICE KRUEGEL, FORENSIC CHEMIST,
SPECIAL RESEARCH AND TESTING LABORATORY; AND
HOWARD McCLAIN, CHIEF, REGULATORY CONTROL DIV ISIO N,
ALL OF THE DRUG ENFORCEMENT ADMINISTRATION, U.S.
DEPARTMENT OF JUSTICE

Mr. Bensinger. Thank you, Mr. Chairman. It is a pleasu re to be 
a here.

I want to commend you and Senator  Culver for holding these  
hearings—the second on PCP.

I want to express my apprec iation also for your recognition and 
► inclusion in this  panel of, I think , some of the  most knowledgeable

individuals in this  field.
On my right,  Dick Rottinger, as you indicate, is a  special agent.  

He is a senior crim inal  invest igator  in the  Newark office. He has 
been the coord inator for DEA of our  clandestine lab and precu rsor 
programs the re and  has firsthand  experience in the success, or lack 
of success, with both voluntary compliance and normal, or at leas t
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existing, programs and procedures for the control of this, I think,  
dangerous and very serious  drug problem.

Dr. Alice Kruegel is a senior forensic chemis t who has had 8 
years with  DEA, and its predecessor organizations, and has a doc
tora te in organic chemistry. She is with our special test ing pro
gram and is quite familiar with the ingredients. You can see here 
some of the  molecules displayed of PCP, the ir precursors and ana 
logues.

Howard McClain is the chief  of our regulatory  control division in 
the office of Compliance and Regulatory Affairs. He has been a registered pharmacist.

I would like to summarize, if I could, Mr. Chairman,  my official sta tem ent .1
I think  Senator Bentsen described the lab operat ion very accu

rately. It is a very low cost to get into kind of a  business. It does 
not require a degree, by any shape of the imagination, in chemis
try. It does not require  a  large bankro ll; you can do it from $500 to 
$1,500. It is a process which is generally operated in a home or a 
garage  or some farmhouse. The equipm ent needed includes a trash 
can, ovens, vacuum, filter ing equipment, kitchen utensi ls, and 
some glassware.

On the  scale of operat ion—and these are all clandestine oper
ations  for PCP—there are a few pounds per batch. But a couple of 
pounds of PCP can run into the  tens  and hundreds of thousands  of dollars.

The operations , obviously, do not employ the  type of quality 
control procedures that would normally be associated with any 
type of drug. They are  usually  di rty.

The resu lts of PCP use have been described previously. I would 
underscore those descriptions by saying that  the  reactions tha t 
individuals can have from using PCP are highly unpredictab le, and 
can cause schizophrenic reaction. The incidence of people drowning 
or tearing out physical par ts of th eir  and other people’s bodies are 
very, very dangerous reactions.

One of th e methods by which the DEA moved in concert  with  the 
coordina ting committee which Dr. Bourne directed  to  be set up was 
to increase  ou r level of liaison with the chemical industry.

You should know that  one-th ird of all the  illicit lab cases we 
have made have come from information developed from this  pre
cursor liaison program with legitim ate chemical manufacturers. 
But some manufacturers  a re not  cooperating. Many are.

The number of PCP labs seized during 1977 increased 42 percent 
over the previous year.

If you can look a t this chart, you will see on the  far left that PCP 
lab seizures were g reater tha n our labora tory seizures of any other 
type of dangerous  drug. They were double the  number, in fact, of 
both amphetamines and methaqualone, hashish , LSD, and all other  
hallucinogenics put toge ther—64 total .

The number of individuals arreste d totaled 349 in the  last year, 
and that  is an increase from 250 the year before.

Sena tor Hathaway. Has th at  had a deterrent effect?
Mr. Bensinger. I am afra id it has not had as strong a dete rren t 

effect as it should; because while the  a rres ts have gone up, curious-
See p. 112 for Mr. Bens inger ’s p repared sta tem ent .
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ly, th e sentencing  has decreased from an average of 35  months for 

a penalty in 1976 to 24.9 mo nths in 1977.
I believe Sena tor Bentsen’s bill should definitely be supported, 

and the Dep artm ent of Justice suppo rts this  view.
We feel the  change  in penalt ies are impo rtant , in fines, and  the  

inclusion of mandator y reporting  from piperid ine is also a very 

impo rtant  step.
The Dep artm ent of Justic e has proposed communication with  the  

Chairma n of the  J udic iary  C ommittee on this  bill.
There is an expression th at  the  Attorney General made dur ing  

the course of the  regulation . One is to provide for legitimate  chem i

cal companies who are in the  process of re gula rly providing for the  

manu facture of rubber to have differ ent repor ting relat ionsh ips 

and requirem ents  tha n some other chemical companies. We would 

be happy to explore with your committee,  as would the  Dep art

ment, a possible am endment to t he bill.
But with th at  minor reserva tion, the  Dep artm ent—and cert ainl y 

I personally and our agency—suppo rts th at  e nactm ent.

I thin k Dr. Bourne’s view, and cert ainl y he has to consider not 

only t he Dep artm ent of Just ice  but  HEW and Commerce. When he 

formally subm its his formal communication  to you, I am sure he 

will take  into consideration our input , as well as the  inp ut from 

those othe r departmen ts.
One of the major  problems in the  PCP enforcement program, of 

course, is in dealin g not simply with the  sentenc ing but  the  avail

ability of the  raw material.
Two precursor s of PCP were put  on schedule II on May 17 for  the 

first time ever since the Controlled Substan ces Act went into effect. 

This will now be a requ irem ent for the  precursors, PCC and 

phenylcyclohexylamine, to be placed and reporte d and for viola

tions of the Controlled Substances Act.
In fact, it will be enforced if individu als are  not proceeding with 

the appropr iate  procedures for th ose two precursors.

Senat or Hathaway. Do you know what the appropr iate  proce

dure is? Wha t does pu tting  th ese on schedule II do?
Mr. Bensinger. Howard McClain is the  chief of our regu latory 

division. He can describe it in detail.
I would like Dick Rottinger,  who is the  crimin al investigato r, to 

describe how hi s operation  would dif fer with both the  c ontrol of the 

analogs and precursors.
Mr. McClain. Putt ing the  drugs in schedule II only means tha t, 

first of all, we can set quotas on production. We de termine, by way 

of quotas, how much of each  chemical in schedule I or schedule II 

can be produced each year.
Sena tor Hathaway. How much can be produced or mar keted?

Mr. McClain. How much can be produced.
Senat or Hathaway. I see.
Mr. McClain. For drugs th at  have no medicinal use, we would 

have to make  a determination as to wha t indu stria l uses would be 

satisifed. Then  we would set a quota based on that.
As of now, a good example is a chemical that is in schedu le I 

called 2,5-dimethoxyamp hetamine. It is an hallucinogen th at  is 

used by Polaro id Corp.
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It is synthesized, and we determine how much can be made. We 
base tha t on what they say the ir needs are.

But they have very stric t secur ity, which is checked out by DEA.
In othe r words, the two main  controls are the secur ity provisions and the quota.
Sena tor Hathaway. Tha t is all you could do with schedule  II is 

jus t control the  am ount that  is being produced?
Mr. McClain. At this point, the  penalt ies for t rafficking  are  the 

same for schedule II or schedule  III or schedule I for nonnarcotic substances.
Sena tor Hathaway. T hat is illegal trafficking.
Mr. McClain. Right.
Mr. Bensinger. But records have  to be kept, inventory levels can 

be audited,  and administra tive, civil, and criminal penalties  can 
follow for violations which now presen tly are not able to be investi
gated, pursued, and brough t to bear if they  a re not in the  schedule.

Senator Hathaway. If the  only legitimate purpose is to make 
synthetic rubber , why isn’t th at  fairly easy to control? I don’t 
imagine the re are too many man ufac ture rs of that .

Mr. Bensinger. I don’t think  that  is the  problem. Right now anybody can buy-----
Sena tor Hathaway. Why don’t we just  say that  the  only ones 

who can get it are legitimate makers of synthetic  rubber.  It should 
not be very difficult to provide identification that  you are  a syn
thet ic rubb er manufacturer.

Mr. Bensinger. I thin k that  is what Sena tor Bentsen’s bill will do.
Sena tor Hathaway. You could make it even more restri ctive  by 

saying not only should you show identification but  you have to be a 
manufactu rer of synthetic rubber  because that  is the  only legiti
mate use we know of this partic ula r chemical.

Mr. Bensinger. It may be th at  there are  other legitimate  processes.
Sena tor Hathaway. Somebody mentioned a tranquil izer  for ani

mals. So perhaps we should allow a vete rina rian  to procure  it.
Mr. Bensinger. I think if we work at it from the exception—In 

the  industry  in the United State s, we have had chemical companies 
and resea rch scientists  who can develop a wide variety of ingredi
ents that  can be used for a wide varie ty of different processes. 
Right now piperidine—93 percent is used for rubber. It may be th at 
someone can find other legit imate uses.

I thin k Sena tor Bentsen’s b ill does say that  we want people who 
are going to be buying this partic ula r chemical ingredient to identi
fy themselves, have the record kept, and then  provide the  Drug 
Enforcement Administration with the  author ity to, in fact, see if 
the even tual manufacturing  and  distribution  is or is not in violation of the  law.

This would not rest rict  the  basic development of resea rch or 
utilization of chemical and synthetic  products for legit imate use.

I will try  to summarize, if I can, Mr. Chairman, and the n call on 
Dick Rottinger to talk  about  the  differences he sees as a resul t of 
piperidine being a mandatory repo rting  requirement, as well as the 
analogs and others  being included in the precursor and schedule program.
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We feel that  providing piperid ine or a requ irement of p roviding 
identificat ion would impose upon the  seller s of precursors the re
quirem ent of maintaining  records for reporting.

We believe the  sentencing struct ure  for PCP violators  should  
reflect the emphasis we are  placing on the  abuse of PCP abuse 
programs.

I have, in fact, established a PCP special action office in DEA 
and have set what we call a GEODEP indicator, which is a  class 1 
through 4, jus t for PCP to bring  to the  atte ntio n of t he field the  
importance of making these kinds of cases.

We th ink  the  Congress, and certainly the  Senate, has tak en the  
lead in focusing on the problem that  PCP has wrought. It is ser i
ous. I th ink  it needs atten tion, not only from the  investigative and 
administrative  resources within our own agency but with legisla
tion and repo rting  requirements as well.

Dick, perhaps you could add in your own perspective of a  crim i
nal invest igator  the  benefits that  you see from the  changes th at  
are recommended.

Mr. Rottinger. I am cur rently assigned to the Newark dis tric t 
office, and I am one of four agen ts in th at  State that  work exclu
sively with the  legitim ate sector—the large chemical ma nuf actur
ing concerns, the  wholesaler, the  repackager,  righ t on down to the  
reta il dist ribu tor of chemicals, solvents, precursor chemicals, and 
the like.

The program th at  we now have in existence and have had for 
approximately 10 years we refer to as the  precursor control pro
gram.

We have had occasion to sit down with  our chemists  here in 
Washington and in the different regional labora tories  and develop 
a list of chemicals. These can be not only solvents but  immedia te 
precursor chemica ls tha t have application in the synthesis of any 
of the controlled dangerous substances.

We have formulated a list of these  chemicals. We then go out 
and provide to the  manufac turin g chemist , the wholesaler, the  
retai ler, and the  repackager this  list.

The list is broken down in such a way that  somebody at  the  
reta il level and somebody at the  wholesale level, upon receiving an 
order of prec urso r chemicals for innocuous items, in conjunction 
with one ano ther , might show him, and in turn  us, th at  the  indi
vidual order ing of these items would be indicative of the  manufac 
ture of a single  controlled dangerous substance.

I thin k to date the  precursor control program that  we have has 
been our best investigative lead, working up to the  point where we 
might effect the seizure of an illicit or clandestine laboratory .

I think some of the pitfalls that  we might want  to discuss would 
be that the  program is stric tly a liaison; it is not regulatory in 
nature.

We can go out and reques t of these  companies and solicit their  
cooperation, as we have done. In a lot of th e large r companies, we 
receive excellent cooperation. In some of the  other companies, we 
receive no cooperation whatsoever.

I thin k perhaps with the  bill that  is being introduced, with  
respect to piper idine  as an immed iate precursor  chemical for PCP, 
it will give us the  avenue to identify  those individuals who are
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acquiring a chemical tha t we feel has only the  application in the 
synthesis of phencyclidine.

I have worked with the program for approx imately 6 years—I 
guess the last  2V2 to 3 years almos t exclusively with the  identifica
tion, and hopefully the immobilization, of clandestine laborator ies.

With respect to piperidine, I have not monitored or effected any kcontrol deliveries of any piperid ine th at  I know have gone into the 
legitimate industry  or the legit imate  sector.

Of all the  lab seizures effected and all the seizures on the 
stre et—whether they be purchase of evidence by a local, State , or „
Federal  officer or a  seizure of an illic it labora tory-----

The chemicals are readily avail able—the chemicals on hand at 
the laboratory sites. There are  no controls on the  sale. There is 
currently not a monitoring program. Anybody can acquire these 
chemicals in any quantity .

I had occasion to work on investigations where individuals-----
We spoke ear lier  of the smal ler laboratory—the unsophisticated 

laboratory. An individual can currently walk into a chemical ware
house and acquire all of the  chemicals necessary for the manufac
ture of any of the controlled dangerous substances and not be 
subjected to any monitoring  procedure.

Senator Hathaway. What addit iona l laws do you think you need 
to help you?

Mr. Bensinger. For PCP, th e cu rre nt offense for criminal penal
ties is a 5-year penalty a t the  maximum level wi th fines of $15,000.
The subsequent offenses are double tha t.

What we think  we need—and Senator  Bentsen’s bill, I think , 
does i t—is provide a significan t penalty  and provide for violations 
in recordkeeping in which companies would not be able to set up a 
false f ront, or so-called drug  houses,  th at  were really specializing in 
nothing but  providing angel dus t to the youth of this  country.

We th ink  the  provision for piper idine  inclusion, on a  recordkeep
ing basis, is critical. We think thro ugh  our own administ rative 
processes with  FDA and HEW, th at  the  two analogs—PHP and 
PCE—in fact, can be controlled und er existing procedures. Tha t is 
underway.

PCE and PHP we expect will be controlled  jointly  with HEW by 
Jun e 30, th e end of this month.

I spoke to Secre tary Califano’s special assi stan t about that  this 
morning, as well as yesterday. They have been working closely 
with our people and FDA for some t ime on that  m atter.

Senator Hathaway. You not ice how effective S enator Culver and 
I have been already . Neither one of our States  has a clandestine 
laboratory. [Laughter.] 4-

Or maybe they  are so clandestine we haven’t been able to find 
them yet.

Mr. Bensinger. It could be th at  or it could be that  your inte rest  
in this is broader than the  bound aries  of j ust  one State. And I 
thin k you are  to be commended for that par ticu lar perspective.

Sena tor Hathaway. I am ju st kidding.
You mention that the average sentence has gone down in the 

last few years. Are Federa l judges gett ing softer?
Mr. Bensinger. I think we have needed to really  get the  facts 

out.
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Sena tor Hathaway. Pe rhaps prosecutors have not recommended 
stiffer sentences.

Mr. Bensinger. I talk ed to Deputy Attorney General Civiletti, 
and I know his views are  to certainly  communicate with U.S. 
attorneys. We are having another  conference with  a ll of our princi-

4 pal U.S. attorneys at the  beginning of next  week in Los Angeles.
I thin k PCP because it was not in schedule II unt il February  of 

this  year  was looked upon as jus t ano ther nonnarcotic  drug and 
not very serious.

- Scheduling it in schedule II gives the prosecutors and the  judges
and certainly the  community at large an awareness  that this  is a 
drug  subject to severe abuse. It also gives some 40 States  which 
follow closely wh at DEA does in scheduling an opportuni ty in the ir 
own State  laws to reschedule for higher and more serious viola
tions.

But whether it is in schedule IV or schedule  I, the sentence 
itself, according to the  law, does not change. It is ju st the prior ity 
th at  is a ttached by the  prosecutor, the  judge, and by all concerned 
in the  court system.

Sena tor Hathaway. Wha t is the  stat us of Sta te law? I know 
Californ ia has a fairly tough law with  respect to this. We had 
testimony on it at the  las t hearing . But I don’t know of any  other 
Stat es with anything  other  th an jus t a  general  law.

Mr. Bensinger. There are  a varie ty of Sta te actions that  have 
been taken—in Maryland recently.

Out of the  50 States, 45 have uniform controlled substances acts. 
In Alabama, PCE was added to the ir controlled substances act in 
1978. Alaska has a new bill in to crimina lize PCP. California has 
thr ee  bills introduced:

Possession of the  immediate  precu rsor sufficient to manufac ture  
piperid ine or cyclohexanone shall be deemed to be the  possession of 
such a derivative substance. Additionally, possession of any com
pound or mixture containing piperid ine shall  be deemed to be in 
possession of such a substance.

Connecticut has approved  legislation on PCP. Kansas  has re
scheduled it from 3 to 2. Louisiana has put  PCP into the Dangerous 
Substances  Act. Maine has now included PCP in the  Controlled 
Substances Act. In Maryland, PCP was rescheduled from 3 to 2 
following our action. Massachusetts has legislation pending. Michi
gan has rescheduled  it from 3 to 2 and  proposed legislation simi lar 
to our administrative  action on PCE. Minnesota, with the ir Board 
of Pharmacy, is present ly attempt ing to get it rescheduled from 3 
to 2. New York has three bills introduced. Nor th Carolina, Penn-

' sylvania, Wisconsin, Nevada, South Carolina , a nd West Virginia  a ll
have legislation in action  or passed.

There are nine substances of considered precursors  now in place 
in California.

So there is a corre lation between action the  Federal Government 
can take  and tha t which the  States are  taking.

I would be happy to supply this data for the  record. We do have 
a summary of it handy  for  you.

Sena tor Hathaway. Why couldn’t we put  PCP on schedule I?
Mr. Bensinger. HEW and FDA indicate that  it has a legitim ate 

medical use.
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Senator Hathaway. For a nimals though.
Mr. Bensinger. Five kilos a  year for animals.
Senator Hathaway. Not for humans.
Mr. Bensinger. My own view, Senator Hathaway, is that  tha t 

would be helpful for enforcem ent; but we have to look to the 
Secre tary of HEW for the dete rmin ation as to wha t schedule level 
it should be.

If ther e is a legitimate medical use, even for vet erinar ian  medi
cine, it would not be placed in a schedule I category, such as 
heroin.

Sena tor Hathaway. Did you completely answer my question 
about why you thought th at  pr ison sentences went down?

The question is whether or not the scheduling is all th at  effec
tive. If it is not publicized, the n it does not have much effect.

Mr. Bensinger. The stat istic s I recited were in 1977 when PCP 
was not a schedule II drug. I th ink it reflected atti tudes preva lent 
at that time  in  th e judicia l cour t system.

I think more serious atte ntion needs to be brought to the  atten
tion of the judiciary through the public and through our prosecu
toria l and investigat ive resources.

I thin k this  hearing helps, bu t I cannot explain the  att itude of 
judges.

I have asked myself th at  question for 10 years, since I have been 
in this field.

Sena tor Hathaway. Tha t is tru e of crime in general, isn’t it?
Mr. Bensinger. The State of Maine, at your encouragement, has 

looked at the  mar ihua na penaltie s and has recently revised them 
to increase  the penalties  the re for the  large sale of it, recognizing 
that  for the  small user jail  or impr isonm ent would not necessarily 
be appropriate.

Where the re are operators making millions of dollars on the pain 
and suffering of others, they  do need to be punished instead  of 
given probation.

Sena tor Hathaway. I suppose if we had PCP analogs, you would 
recommend the  same type of legisla tion as the Bentsen bill.

Mr. Bensinger. We are recommending schedule I, and  we believe 
these analogs  will be, in fact, scheduled  by June  30 in that  sched
ule.

The repo rting  requi rements for piperidine we think are very 
important.

Senator Hathaway. Sena tor Culver?
Sena tor Culver. Mr. McClain, we have heard  that  the  analoges 

of PCP have been found in illici t labora tories and have also been 
sold on the  stree t. Can you give us an estim ate of how many PCE 
and PHP-related cases have been repor ted to DEA officials?

Mr. McClain. In 1974, we have  information which indica te tha t 
only one PHP report was made. I have the State,  but I don’t have 
it handy.

In 1975, ther e were three; in 1976, the re was one; in 1977, it  went 
up to 14.

Senator Culver. Is that  from all sources, including  local and 
State, as well as DEA?

Mr. McClain. This  is from all sources.
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This is probably under-reporting; because, here  again, once it is 

found out that the  drug is not controlled, no cases are  made.

The reports  would be from analyses  made in a labora tory where 

the  drug had probably been sold as PCP.
Sena tor Culver. When did DEA firs t get reports th at  these  

analogs were a vailab le?
Mr. McClain. We have known about the  use of analogs on the  

str ee t for about 3 years.
The patt ern  has been th at  they were sold prim arily  as PCP, and 

they are used prim arily  as PCP because they were all synthesized  

at  about  the same time  unde r the  same pat ent  by Parke-Davis & 

Co. in the 1950’s.
They were all tested out for the same purposes. That is, they 

were trying to develop a  ge neral  anesth etic.
They were all abando ned because of the ir side effects, because 

they were producing some very severe side effects, some of which 

were mentioned here  today.
The pat tern  has been prim arily th at  which you would find with 

PCP.
Sena tor Culver. Is the re any pa tte rn of incidence across the  

coun try?
Mr. McClain. They have been found in severa l States from the  

eas t coast to the west coast.
I don’t thin k the re is a ny par ticu lar concentratio n.
Usually  you find more of these thing s in California .
My unde rstan ding is the re has been a lot of publicity about the  

ma tte r ther e and Califo rnia is well known as being the State  w here 

many  of th ese drugs get introduced.
Sena tor Culver. Do you have any sense of what the curre nt 

scope of abuse and product ion of the analogs is?
Mr. McClain. We do not have any figures on any amou nts 

produced. We do know th at  ther e is probably increa sing production  

as the  illicit operators move from drugs th at  are  controlled to ones 

th at  a re not controlled.
There  have been quit e a bit of the analogs found in the State s of 

Michigan and Ohio.
We don’t know why, but  we th ink  it may be due to the fact th at  

the  drugs were firs t introduce d there. The company which pro

duced the drugs for licit purposes is in  Michigan.
Senat or Culver. Have you made any effort to date to classify 

PCE and PHP as controlled substance s?
Mr. McClain. Yes.
When we asked the  Secre tary of HEW for a recommendation on 

the  tran sfer  of PCP to Schedule II, we mentio ned analogs as candi

dates for control. He mentioned them  in his let ter  of concurrenc e 

with our recommendations.
We had a committee set up to study  the  PCP problem. It was 

concluded at th at  time,  back in November of last  year, that we 

would supply dat a to FDA so they could make medical and scientif

ic evalua tions of thes e drugs with the  idea of putt ing them  in 

schedule I.
Senator Culver. How long will it take  to complete these efforts?
Mr. McClain. DEA can act on them  immediate ly. We can put a 

Notice of Proposed Rule Making in the  Federal Register as soon as
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we get concurrence  from FDA and from the Secretary  of Health 
that  th e drugs should be in schedule I.

Sena tor Culver. Do you know when that  might  be available? 
Mr. McClain. My unde rstan ding  is that  we should be getting  

that  from them this month.
Senator  Culver. Do you have any information th at  has been 

developed on the effects of PCE and PHP on someone using them?
Mr. McClain. There is ve ry little information on t ha t, except for 

the  fact that in the early  days when the drug company proposed 
these  as general anesthetics, they  studied the analogs to a certa in 
point. When they discovered the  undesi rable side effects, they dropped them.

These two compounds a re two of a  long series. They were screen
ing the  series with the idea of developing at least  one as a general  
anesthetic. They eliminated the  ones that  had the  worst side effects 
and kept the ones that  they thought had some commercial  poten
tial.

There are two of those. One is ketamine which is now on the 
marke t as a general  anes theti c. The othe r is PCP which is used in 
vete rina ry medicine.

Senator  Culver. Do you consider that PCE or PHP have any 
potential public hea lth problems?

Mr. McClain. From what information is available, they seem to 
have the  same public hea lth  problem as PCP. They may be some
wha t more potent in some aspects or maybe somewhat less potent in o thers.

But generally, according to the  lite rature  inform ation available 
to us, they  have the same spectrum of activities.

Senator  Culver. Are the re any medical, research, or industrial 
uses for PCE or PHP that  you know of?

Mr. McClain. None th at  I know of, Senator.
All research , as far as I know, was dropped at the  time that the 

company decided that these  had no commercial potent ial; and that 
was in the 1950’s.

Sena tor Culver. Dr. Kruegel , we have heard testimony that 
these  substances are analogues to PCP and are  jus t as easily made.

Can you also tell us wha t is the chemical composition of PCP? 
How does it differ from PCE and PHP?

Ms. Kruegel. I have some models here which will probably 
demo nstra te the difference be tter t han  I can tell you.

PCP stands for phenylcyclohexylpiperidine.
Here we have the phenyl portion, the cyclohexyl group, and the 

piperid ine ring.
The analogs are formed—PCE and PHP —by substit uting another 

group for the piperidine r ing.
I have the other  groups, and I will show you how that  is done.
In the  case of PHP, a pyrrol idine ring is subst ituted. It differs 

from the  piperidine by having one less carbon, so you can see i t is 
chemically  very similar.

The PCE can be formed by subst ituting an ethyl amino group for 
the piperidine ring. Again, this  is chemically very simi lar to PCP.

Senator  Culver. How har d is it to get the ingredients for PCE 
and PHP? Where would you obtain them?



89

Ms. Kruegel. Any chemical supply house would have them, and 
they  could be obtained very easily and cheaply.

Senator Culver. Does the manufactu rer need different equip
ment  to make PCP, as contrasted with PCE and PHP?

Ms. Kruegel. No. Essentially the  same equipm ent would be 
« required. The reactions are analogous to those of PCP.

Senator  Culver. How much experience and education  does some
one need to make PCE and PHP?

Ms. Kruegel. I would say a high school education  would be 
* sufficient.

Generally, they  are  following recipes. It is a  cookbook procedure, 
and it can be really done by-----

Senator Culver. Is t he manufacture of the  analogs more difficult 
tha n the manufac ture  of PCP?

Ms. Kruegel. It would be a simi lar process and of simila r diffi
culty or ease.

Senator  Culver. Thank you.
Mr. Rottinger, what procedures do you follow when a chemical 

company reports a suspicious sale?
Mr. Rottinger. If we receive a repo rt of either a sale or a 

chemical order  in advance, we a ttem pt whenever possible to estab
lish whether or not the  company does exist and whether the  indi
vidual ordering  does represen t a  purported company.

All too often we have come across individuals who have set up 
nonexistent companies and gone through the  facade of making  up 
purchase orders and letterheads.

The problem here is tha t they  will never go ahead with the  
company and estab lish a line of cred it. To us, that  is indicative of 
the  illicit channel.

Had the individuals acquiring a larg er amount of chemicals es
tablished a line of cred it, they would probably have received a net  
discount.

In most cases, the  individuals do not wan t somebody probing 
the ir accounting a reas checking lines of credit  and the like.

Whenever possible, we will perform an investigative check on the  
individual  or the  company ordering the chemical. At that  time, we 
will get back to the  chemical warehouse and will eith er try  to 
effect a controlled or monitored delivery of that  to an individual.

Senator Culver. What types of inform ation do you usually 
obtain from the part icipa ting companies?

Mr. Rottinger. We usually request of the  individual, just to 
preclude them from not receiving full payment, that  if it is some
body who is not of record with them  and they  have no in formation  
to establish a line of credit check, we ask of the  companies, if we 
are  going to effect a monitored or controlled delivery, whenever 
possible to accept a prepayment.

In accepting the  prepayment, they  should try to obtain  any  
information they  can on the phone—eith er the  order clerks, the  
reta il man, or the  commercial-industrial salesperson with in the  
company. Any checks they might  be able to obtain on the  tele
phone, we ask t hem  to document this.

Senator Culver. Is this type of voluntary program effective, in 
your judgment, in tracing over-the-counter purchases of such pre 
cursors?
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Mr. Rottinger. With those companies th at  parti cipa te, it is very 
helpful to us in developing investigat ive leads.

The problem is tha t it is not regulator y in natu re. We do have 
companies th at  do not subscribe to the precursor control program.

From some companies we receive excellent reporting; from other 
companies, it is nonexistent.

Sena tor Hathaway. What perce ntage  do you think you are  get
ting on a voluntary  basis of the tot al volume of the  d rug?

Mr. Rottinger. In the are a I happen to be curr ent ly working in, 
in the  State of New Jersey , working very closely with New York, I 
would say we receive the be tte r portion of the  larg er chemical 
orders.

The problem is that with the  smaller reta il outlet th at  has the 
same access—he is using the  repackag er or the  ma nuf actu rer to 
obtain his chemicals—when we get down to the  reta il level, the 
repor ting all too often is not t here.

Senat or Hathaway. Is the re anyt hing , nationwide, on th at ?
Mr. Bensinger. I would thi nk  th at  would be characteristic , Mr. 

Chai rman —Newark, N.J., is a princ ipal pharm aceut ical manufac
turi ng large distr ibutor area. I would think the re would be a simi
lar  experience in the Midwest and  on the west coast where  you 
would find certa inly  an elem ent of cooperation from large  manu
factu ring and distr ibutin g houses.

But problem situat ions th at  come up from other houses—one of 
the major breakthro ughs  we had and the biggest PCP lab th at  was 
ever seized was some 28 pounds of pure PCP in the San Gabriel 
Valley. It came as the resu lt of an agent, Steve Austin, who had 
been with DEA about a year  and  a half. He had been in contact 
with one of our agents in Albany who had been aler ted to the  fact 
th at  the re was an unbelievably large precursor shipm ent destined 
for California.

Through th at  kind of cooperation , we were able to break up a lab 
th at  had tonna ge quantities  of ra w materia l for meth amphetamine  
and 28 pounds of pure  PCP, which runs  into the  dozens of millions 
of dollars.

State and local law-enforcement officials with DEA made this 
very significant seizure in the  San Gabriel  Valley.

This came about through th at  type of information and an agent 
following a lead to control delivery and two par ts of the  country  
cooperating.

But the re are  houses th at  will not report tha t, and the re may 
be—witho ut this  type of man dato ry repor ting of some of the  pre
cursors and analogs—obviously, the  agency is not in the  same 
position.

Sena tor Hathaway. Are most of these operations small ones—of 
one or two people operatin g them  in a back room or something like 
tha t.

Mr. Rottinger. In the seizure of illicit laborato ries, a lot of the 
labs are producing maybe 1 to 2 pounds.

One to 2 pounds of a final product , when impre gnated on vegeta
tion—mar ihuana , parsley, or any  other thin g—would yield hun
dreds of thous ands of dosage units.
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We have come across very sizable PCP labs within the  State s 
also, having occasion to work w ith the  Canadian authorities to our 
nor thern border where we have effected seizures  of intermediates.

Here, again, it is no t the  fina l product  PCP but it is a very stable 
intermediate . It is ju st  a ma tter  of converting the  intermediate 
over to PCP where the re were hu ndreds of pounds seized.

* Senator Hathaway. Is ther e any impor t problem, Mr. Ben- 
singer?

Mr. Bensinger. No.
I th ink Senator Bentsen charac terized  th is accurately.

* It is a domestic problem. The raw materia ls are  a ll here. It is not 
something, unlike  heroin or cocaine, th at  we bring  in and has an 
overseas source of supply. It is readi ly available in the United 
States , and there is no t a n imported need to b ring in raw materia ls 
from abroad.

Senator Hathaway. Are we exporting it—such as to Canada or 
Mexico?

Mr. Bensinger. I know the Royal Canadian Mounted Police have 
been very concerned w ith clandes tine labs there.

Howard McClain or Alice could correct me.
I believe that  they probably could get  the raw materials, to some 

exten t, in Canada or the  United States; but  i f they set up the ir labs 
in Canada, there is no report ing requ irem ent to my knowledge for 
the  major supply houses because these  partic ula r commodities are 
not controlled to report  them.

Senator Hathaway. Thank you very much.
Tha t was very good tes timony.
Our last witness is Mr. Robert Elsberg. He is a special agen t for 

the  Cali fornia Dep artm ent of Justice.
He is here this morn ing to test ify concerning the  PCP problem in 

California and the  effectiveness of a California law that  requires 
any person who sell s cert ain chemical precursors  to submit certain 
information concerning that sale to the  California State  Depart
men t of Justice .

It is a pleasu re to have you with us, Mr. Elsberg.
We will include your enti re prepared  sta tem ent  in the record. If 

you would like to summarize it, t ha t would be helpful.
STATEMENT OF ROBERT S. ELSBE RG,1 SPECIAL AGENT, 

DEPARTME NT OF JUSTICE, STATE OF CALIFORNIA

Mr. Elsberg. Tha nk you, Senator Hathaway.
I would like to thank you and Sena tor Culver for inviting me 

here  today.
Senator Hathaway. We are glad to have you.

* Mr. Elsberg. I bring greetings  from the atto rney general , Evelle
Younger, who is my director.

In California, we have had a phencyclidine (PCP) problem dating 
back to the 1960’s, when PCP was identified as the  “peace pill.

« PCP was observed in California for a very shor t period of time.
Due to its bad effects at a rock concert, PCP immediately lost 
popularity .

Senator Hathaway. What were the  bad effects at the rock con
cert?

1 See p. 117 for Mr. Elsberg’s prepared statement.

33-300 0 -  78 - 7
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Mr. Elsberg. People received adverse reactions resu lting  in 
treatm ent at emergency hospitals for very bad psychotic reactions 
to the drug.

PCP lost popularity under t he  term “the peace pill.”
In the  early  1970’s, our real  problem in California was the tra f

ficking of methamphetamine—speed, which is th e street term—and 
barb itua tes and LSD.

Our agents were investigating the flow of the  product in Califor
nia through informants and target s of opportunity.

We were really not getting to the  root of  the problem, which was e 
the laboratory tha t was man ufac turin g the  drug. We were investi
gating th e flow.

In 1974, our departm ent formed a committee to look into a 
reporting  system. We felt th at  it was important to try  to ascertain 
who the  people were that  were  purchasing these vita l chemicals 
necessary  to the manufac ture  of some of these  dangerous drugs, 
such as methamphetamine and  LSD.

We invited the public; we invited chemical companies. We 
wanted  the ir input, because we knew it would be a burden to them 
to have to report to us.

The hearings lasted for approximate ly 6 months.
At the  conclusion the  Dep artm ent of Justice found no objection 

to the reporting system, as it would be posed to the  legislature .
In 1976, the legislature enac ted the California precursor  chemi

cal report ing system, which we have today.
It was not unti l 1977, that  piperidine was added to the  list. The 

reason piperid ine was added to the  list of reportable substances 
was because of the tremendo us PCP problem we were having in 
California. We were atte mpting to find out who the  persons were 
who were purchasing these  necessary chemicals in an atte mpt to 
get to the  person or persons who were manufac turin g the product. 
Piperidine was added to the list  of reportable  substances because it 
was a very small quantity  th at  was being manufactured,  and the 
information that would be obtained on the form would be very 
beneficial.

For instance, we found th at  in 1976 the re was approximately  
500,000 pounds of piperidine manufactured. This sounds like a 
tremendous  amount of substance, but when we compared it to 
cyclohexanone, which is also a very essential ingredien t to the 
manufac ture  of PCP, we found 641 million pounds of this  substance 
manufactured.

The California Department of Justice  did not want  to burden  the 
chemical companies with the  reporting  of cyclohexanone sales be
cause the  tremendous amoun t of substance manufac tured would «
negate  the utilit y of the information as an invest igative  lead.

The system tha t we have is contained in the Controlled Sub
stances  Act of the Hea lth and  Safety Code, which contains all of 
our narcotic and dangerous drug  laws in the  State of California. »

The California Depa rtment of Justice  is responsible for adminis
tering the  system by making sure  that the  chemical outle ts in the 
State have the form and report  to the  D epar tmen t of Justi ce repor
table  chemical sales tha t occur.

Failure  to repor t these  substances to the Departm ent of Jus tice 
is a misdemeanor, punishable  by a fine of $30 to $500 or a sentence
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of 15 to 180 days, or both. It is not a large fine for failu re to repo rt 
to t he  State.

The person or persons who furnish the  substa nce must  report to 
the  California Dep artm ent of Just ice with in 72 hours.

When the California Dep artm ent of Jus tice  receives the  informa
tion, it is immediate ly put to use in an atte mp t to appre hend the  
illicit laboratory , if th ere  is one.

I think  at this point, since my presenta tion is quite  lengthy  and 
ra th er  tha n proceeding into areas th at  you may not be interested  
in, I would open i t up at  this time to any questions th at  you might 
have.

Senator  Hathaway. Do you thin k the  California law has been 
effective t hen ? Is tha t your  conclusion?

Mr. Elsberg. It has been effective in many  respects, and in othe r 
respects  it has not been effective.

In California, we requ ire anyone who sells, tran sfer s, or fur 
nishes  a chemical precursor, such as piperidine , to make a report. 
This is s trict ly in California.

In many  instances, the  chemicals th at  are  used to manufacture  
the  finished illegal produ ct are coming from oth er States. We do 
not, therefore, have the  knowledge th at  we would like to have to 
stop the  flow of these chemicals to t he illicit  labor atorie s in Califor
nia.

The report has some excellent benefits. Fir st of all, people come 
into chemical companies to purcha se chemical precursors.

Upon notification th at  they are required to subm it some identif i
cation, many of these  people immediately turn  arou nd and walk 
away. They are not willing to produce identification.

We have deterr ed the  person from obtaining the  chemical that 
was necessary  for th at  par ticula r illegal product.

Also, many of th e chemical companies are  very cooperative, and 
they  will work w ith us in conjunction with the  form by notifying us 
as soon as possible as to chemical sales. We can the n make contact 
with the  chemical company and give them  directions in the event 
th at  the  purch aser will re turn  for a subsequent  purchase which 
would allow us to surveil  the  person to his laboratory site.

The problem with our system is th at  a chemical company can 
falsify the  report. They can make up a phony address and a phony 
name and submit it to us. A person can ent er a chemical company, 
purch ase a reportable chemical and show phony identifica tion.

The report will be subm itted  to us, in compliance with the  law.
We receive many reports  that are not valid. They have phony 

addresses, phony names, or both.
In these  par ticu lar circumstances, we do not have a crime. As a 

resul t, the California  system is weak in this  a rea.
Californ ia is also hind ered  by chemicals th at  come into Califor

nia from othe r State s thro ugh  the mails for which California  does 
not receive notification of sale or t rans fer.

Senator  Hathaway. Even if the re were a Fede ral law in this  
regard , ther e would still be the problem of people giving phony 
names  a nd addresses.

Mr. Elsberg. Unde r our  par ticu lar system, we would still have 
th at  problem.
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Sena tor Hathaway. I suppose anybody who is going to do it for 
illegal purposes would do just  th at; wouldn’t they?

Mr. Elsberg. That  is correct.
For instance, let us ta ke a chemical company. A chemical compa

ny has  charged up to 10 times  the going price for a par ticu lar 
chemical.

For example, one chemical company sold a person one pint  of 
phenyl-2-propanone. Phenyl-2-propanone is a chemical precursor  
for th e manufacture of speed.

The fair  reta il market value that most legitim ate chemical com
panies  charge for th is chemical is approximately $70. The chemical 
company charged $700.

The customer returned and  purchased one-half gallon of methy- 
lamine for $250. The fair ma rke t value for the methylamine is $17.

So the chemical company sold approximately  100 dollars’ worth 
of chemicals for approximately  $1,000.

The unspoken condition for spending the  $1,000 in this case was 
that  the purchaser did not have to presen t identificat ion.

The California Dep artm ent of Justi ce has not received reports 
from this chemical company for these overpriced transac tions.

The $1,000 that was spent for these chemicals, which was very 
high, yielded approximately 1 pound of methamphetamine— 
speed—which had a very  conservative value of $16,000.

So the profit is there .
If we looked at it in terms  of PCP and took roughly  600 to 700 

dollars’ worth of chemica ls and starting equipm ent, a manufactur
er would yield approximately 35 pounds of PCP.

So the profit that could be gained is t remendous from very little  
money.

Senator  Hathaway. Are you fami liar with the  Bentsen bill 
which is pending before Congress?

Mr. E lsberg. Yes; I am.
Sena tor Hathaway. Do you think that  is a good bill?
Mr. E lsberg. I th ink  it  is an excellent bill.
Senator  Hathaway. Do you think monthly reporting  is enough?
Mr. Elsberg. No; I do not.
Senator  Hathaway. How often?
Mr. Elsberg. I believe at  least within  72 hours  of th e sale, such 

as in California.
Senator  Hathaway. In other words, if it were monthly, they 

could have the operation, make it, and leave town, I suppose.
Mr. E lsberg. That  is correct.
Pa rt of the  information on the  report is an investigative lead. It 

is a hot clue tha t someone is going to a chemical company. If we 
wait a month, that information may be worthless.

Senator  Hathaway. They can make it in wha t—24 hours?
Mr. Elsberg. Yes. It can be made in a very short period of time.
The informat ion will be worthless a fter t ha t type of delay.
However, in California,  we do have a system where we allow 

companies that sell to a par ticula r person on a repeated and regu
lar  basis to report once a month. However, no one has ever made 
the  reques t to report once a month.

Actually, the amount of chemical precursors that  are  legitimate
ly used in California is very small. Therefore, we do not expect
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many reports. We do not feel that we intr ude  very much into the  
legitim ate flow of the  chemical companies’ business.

Sena tor Hathaway. Do you thin k stiffe r penalties  are in order? 

Mr. Elsberg. Yes.
The California Narcotic Officers Association has recommended 

4 thr ee proposals to be amended on pending California legislation.
One of these is tha t anyone who falsifies the report be guilty of a 

misdemeanor or felony upon the discretion  of the  judge. This would 
elim inate  one of our  b iggest problems.

» Also, it has been recommended th at  anyone who sells, gives
away, or furnishe s any of the  chemical precursors, such as piperi
dine, th at  has the knowledge that th at  chemical precu rsor will be 
used to manufact ure an illegal drug, such as PCP, be in  violation of 
a felony.

The thir d recomm endation is th at  anyone who manu factures 
PCP be m andatorily sen t to State  prison.

Presently, unde r our system in California, we have thre e options 

by a  judge.
No. 1 is s trai ght  probation; No. 2 is county jail with a maximum  

senten ce of 1 year; and No. 3 is S tate  prison with  a maximum of 4 

years.
When you think of the  small amou nt of init ial inves tment and 

the  tremend ous amo unt of profit th at  one can realize, the gamble 
as to getting probation, county jail time, or Sta te prison really 
makes it worth the  risk to many people, as we are  witnessing  in 
California.

In jus t the  past year, in southern Californ ia alone, approx imately 
20 PCP laboratories have been seized. Ten of th em were in j us t an 
8-week period.

It is a very profitable business, and people are  making liter ally  
hund reds of thousa nds of dollars off of this  type of business.

The report ing system, I think, is an  excel lent tool. It is one of the  
few tools where we can get to t he source.

Most of our arrest s and  apprehension s occur through  the use of 
inform ants. Infor mants gene rally occur three ways: No. 1, throu gh 
arre sts,  where they  want to cooperate, and thro ugh  the ir coopera
tion receive a lesser sentence; No. 2, where they  do it for pay; and 
No. 3, because they feel i t is th eir  civic duty.

The type of people who have the  type of knowledge we are  
inter ested  in are general ly in the trafficking  stages, where a person 
sells and comes in contact with many people. We are  able to have a 
gre at many informants on the street  giving us inform ation about  

« trafficke rs.
But the ma nufactu rer is a very secluded person who does not 

make  his presence noticeable in the  business. The only person who 
may know him would be his chemical supp lier and his No. 1 

« wholesaler. So we find it very difficult to get to the  manufact urer,
and the  repor ting system gives us a direct lead to tha t person by 
his name and possibly his address. I thi nk  th at  Senat or Bentsen’s 
bill is an excellent bill for helping us in th at  d irection.

Sena tor Hathaway. Depending on how tough a requirem ent 
the re is on identification, I suppose.

Mr. Elsberg. Tha t is correct.
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We receive numerous forms that have false addresses, no such 
address, and false names. With the misdemeanor factor, it is not 
much of a deterrent . I believe that we need stiffer penal ties for the  
enforcement  of the  reporting  system.

Senator  Hathaway. Thank  you very much, Mr. Elsberg. You 
have  made a valuable contribution.

Mr. Elsberg. T hank  you.
Senator  Hathaway. The hearings stand adjourned .
nriri have a markup on the legislation in the  near future.
[Whereupon, a t 12 p.m., the  hearing adjourned.]

*
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Statement of Steven E. Lerner, M.S., Cofounder, Lerner, Burns, Linder & 
Associates, San Francisco, Calif, 

phencyclidine abuse in the united states

Mr. Chairman, members of the  committee, ladies and gentlemen. I apprecia te th is 
opportunity to share with you some of my group’s thoughts regarding the abuse of 
phencyclidine by youth throughout the United Sta tes.

During 1974 while working in a federally funded drug research project, Dr. R. 
Stanley Burns and I came in contact with patients who had used phencyclidine, 
alone or in combination with other drugs. While providing emergency medical 
coverage at  large rock music concerts, we encountered young people requiring  
trea tment  for unusual symptoms related  to th eir use of phencyclidine. At this time 
we also discovered several groups who by their history had used phencyclidine on a 
regu lar daily basis for as long as 5V2 years.

From our experiences and subsequent study—including the  review of medical 
records of patient ’s friends who had  died from phencyclidine—we wrote “Phencycli
dine: S tates  of Acute Intoxication and Fatalit ies,” published in the  Western Journal 
of Medicine in 1975. This artic le highlighted our early  research findings on the 
“behavioral toxicity” of phencyclidine. In addition to this we have published 12 
other  papers on phencyclidine which at this time we would like to submit for the 
record. Included in these publications is a chapter entitled “Phencyclidine Use 
Among Youth,” to be published late r this month by the National Inst itute  on Drug 
Abuse that  presents a comprehensive overview on phencyclidine abuse among 
youth.

In an attem pt to learn more about the effects of long-term exposure to phencycli
dine, we developed a research  protocol. Users were invited to partic ipate  in a study 
which consisted of physical and neurological examinations, EEG’s, EKG’s, chest X- 
rays, clinical chemistries, complete toxicology, blood and u rine  screens for phencycli
dine, psychological testing and clinical interviews.

As we began to receive requests from physicians and other heal th professionals 
for information related  to our studies, we ini tiated a national consultation service. 
Dr. Ronald L. Linder joined our group as the demand for writ ten information and 
prevention strategies increased. To date, we have received over 2,000 requests for 
information or services.

The growing popularity of phencyclidine throughout the United States paralle ls 
the early  histories of LSD and marijuana. The initia l passage of phencyclidine 
through the drug subcul ture in 1965 resulted in “bad reviews,” attrib uted to the 
relatively limited d rug experiences  of users and the social climate. However, during 
the past three years, its popularity has rapidly increased among the now more 
experienced drug users and parti cularly among youth in the ir early teens. In 
addition, the extensive use of clandestine drug combinations containing phencycli
dine has resulted in a marked rise in acute phencyclidine intoxications. The medical 
problems emerging from illicit use of this entirely  new class of psychoactive drugs is 
compounded by its myriad analogs.

With the advent of polydrug abuse, the widespread experimental  and long-term 
use of phencyclidine has expanded at an alarming rate. The large quant ities of 
phencyclidine tha t have been recen tly confiscated by law enforcement officials in 
California alone, commensurate with the reported Drug Abuse Warning Network 
“mentions” and associated deaths, are convincing indicators of a serious drug prob
lem. Of particular  concern to the  law enforcement community is the upsurge of 
phencyclidine related crimes, including rapes, child and wife abuse, and the carry
ing of weapons by users to protect  themselves from th eir imagined enemies.
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Phencyclidine was developed by Parke, Davis and Company as a nonnarcotic, 
nonbarbiturate, intravenously administered anesthet ic agent and marketed under 
the name Sernyl. Initial clinical studies  on humans were begun in 1957. Doses of 
0.25 mg/kg given intravenously produced anesthes ia sufficient for minor and major 
surgery. Because the drug produced postanesthetic  confusion and delirium of pro
longed duration in some cases, clinical investigations were discontinued in 1965. In 
1967 phencyclidine became commercially available under  the trad e name Sernylan 
for use in veterinary medicine.

Street preparations of phencyclidine have continuously changed by name, physi
cal form and purity. Many of these stree t names are regional while others are 
nationa l in scope.

Phencyclidine is sold on the  West Coast by such labels as Angel Dust, Cannabinol, 
Crystal, PCP and THC. In the midwest, among its st reet names are  DUST, TAC and 
TIC. On the East Coast phencycl idine is sold as Angel Dust, Erth , Green, KW and 
Sheets. It has been identified in street samples sold under 46 different names, the 
most consistent misrepresentation being “THC”.

The crystalline or gran ular  powder form is found most frequen tly as Crystal or 
Angel Dust, which usually contains 50-100 percent phencyclidine. Found under 
other names the purity drops to a range of 10-30 percent. Most tablets contain 
approximately  5 mg and tend to range  from 1-6 mg. Leaf mixtures  have been found 
to contain between 0.24-7.9 percent phencyclidine averaging 1 mg phencyclidine per 
150 mg leaves.

Phencyclidine can be taken  orally, by inhalation, insufflation and by injection.
Phencyclidine was first seen illicitly in Los Angeles in 1965. Two years later  it 

appeared in San Francisco under the  guise of the “PeaCe Pi ll”. By 1968 i t was seen 
on the East Coast as “Hog”. The N-ethyl analog of phencyclidine, PCE, cyclohexa
mine appeared in 1969 in Los Angeles. Due to the “ripple effect” phencyclidine 
appeared in five states from Cali fornia to Maine by 1972. The following year it was 
seen in 17 states, including Texas. In 1974, the Thiophene analog of phencyclidine, 
TCP was first identified in Hawaii. Tha t same year phencyclidine had spread into 
another four states including Indiana, Iowa and Virginia. The use of phencyclidine 
had spread into Maryland, New Je rsey , Utah and 21 other  states by 1976. During 
1977, phencyclidine appeared in 29 sta tes. Between 1972 and 1978 phencyclidine was 
identified in stree t samples received by merely one drug analysis program in Cali
fornia as being in 44 states.

In a recent  study of 2,750 patients  under 19 years of age admitted  to drug 
trea tment  programs nationally, 32 percent reported to have ever used phencyclidine 
and 20 percent reported using phencyclidine during the three  month period prior to 
admission. Phencyclidine was found to be used with equal frequency among the 
sexes with approximately a third of the males and females reporting use. The 
average age of first phencyclidine use was 14.6 years and the  average age of 
continuous (use at least once a week for one month) use was 14.8 years. The 
prevalence of phencyclidine in this sample is the highest reported in any previous 
national sample for adults or youth.

Phencyclidine use at the time of this study occurred primarily among the white 
suburban population. Phencyclidine is being added to an  already existing patte rn of 
multiple substance abuse. Two third s of those patients  who ever tried phencyclidine 
used it at least weekly. Self-destructive behavior is also much more prevalent 
among th e phencyclidine user compared with the non-user. The phencyclidine users 
were also found to have a more extensive involvement in the  criminal justice 
system and more dysfunction in the educational process.

The information needed for the prepa ration  of phencyclidine was repor ted over 50 
years ago. Piperidine and cyclohexanone are two of the major chemicals required 
for production.

Piperidine  believed to be the most guarded reagent and the easiest to trace, 
remains available to illicit drug manufactures willing to pay as much as $l,000/kg 
for a non-traceable bottle. Illegal laboratories containing as much as $25 million 
dollars in stree t value worth of phencyclidine have been discovered in various areas 
throughout the United States. The last major seizure in Los Angeles (1977) yielded 
900 pounds of phencyclidine.

For $625 worth of chemicals an illicit manufacturer can net $225,000. Phencycli
dine sold as Angel Dust is packaged in foil bindles and zip-lock baggies. In bulk 
form i t generally  sells for $125 an ounce. The more common foil bindles  sell for $10 
and weigh approximately 1 gram. Tablets infrequently sell for $2-$4 each. Liquid 
phencyclidine is generally a clear  fluid found in one-pint jar s which sells for 
$800-$1100. In addition, phencyclidine has been used to adulterate commercially



manufac tured cigarettes by dipping them into liquid phencyclidine. These c igarettes  
are sold for as much as $20 each.

New problems have surfaced in communities in direct proportion to the frequency 
and regularity of phencyclidine abuse. Violent and bizarre behavior is seen in the  
home, in public places and in schools, often disrupting education. Young people 
exhibit unexplained speech problems, memory loss, think ing disorders, personality 
changes, anxiety, severe depression, suicidal and homicidal tendencies.

An increasing number of young people appeari ng violent, bizarre, unresponsive, 
extremely confused, or acutely psychotic are seen in local emergency rooms. Police 
repor t errat ic driving and inappr opriate behavior following automobile accidents in 
individuals who have no evidence of alcohol or sedative-hypnotic ingestion. On 
toxicological examination only the isolated presence of phencyclidine is often discov

ered.
Young people who are observed to be highly intoxicated in public are often 

arrested  for sale, possession and being under the  influence of phencyclidine. In 
addition, an increasing number of referrals by family, friends, and the criminal 
justice system are made to community drug abuse programs in an effort to deal 

with this new drug problem.
The following are typical cases tha t illus trate  the problems seen in youth on 

phencyclidine.
Case 1: A 15 year old male was found by police in a field with no clothes on, 

hanging on a barb wire fence. He was disoriented and incohe rent upon questioning. 
A physical examination revealed a confused, disoriented youth  with inflamed eyes, 
bloody mouth with an upper incisor missing, multiple  scratches on the trunk and 
scratches and lacerations of the extremities. Fluctua tions in orienta tion were ob
served over the next seven hours  ranging from cooperative and aler t to unarousa- 
ble. Prior  to being discharged the patien t stated  th at  he “smoked some phencycli

dine and got awfully stoned”.
Case 2: A 16 year old female smoked “a crystal joi nt” while at school and began 

acting bizarre. School auth orit ies notified her mother  who brought her to a local 
hospital. On admission she was dazed and unable to recall who gave her the drug or 
how much she had taken. Toxicology was positive for phencyclidine only.

Case 3: During the summer a youth gave a pool part y while his parents were 
away on vacation. A 17 year  old female guest was discovered at the bottom of the 
swimming pool. Post mortem examination revealed no head or neck t raum a and the 
isolated presence of phencyclidine  in th e urine.

The confusional state  induced by phencyclidine is ch aracter ized by disorientation, 
agitation, or excitement, and a “blank sta re” appearance in a patien t who is 
noncommunicative. These patients  are grossly ataxic and exhibit  horizontal and 
vertical  nystagmus (jerky movements of the eyes) on testing. Muscle rigidity may be 
present.

In phencyclidine stup or or coma, th e eyes may remain  open, although the patie nt 
is unresponsive to deep pain. Spontaneous nystagmus, “purposeless” movements, 
facial grimacing, and muscle rigidity on stimulation are characterist ic findings.

The most charac teristic  feat ure of the high dose oral ingestion is the prolonged 
recovery period marked by confusion, disorientation, agitation, ana rthr ia, and inte r
mitten t somnolence; followed by depression, irritabil ity and emotional lability.

In our intensive study of 30 chronic users, 80 percent considered the ir first 
phencyclidine experience to be pleasan t and wanted to take the drug again. They 
found it “fun,” “exhibaratin g” and felt “happy” or “euphoric” . For many, it seemed 
to be a “perfect escape” or a “dream world”. Users also experienced a feeling of 
super streng th and endurance. They used such descriptions as “powerful,” “superi
or,” “bursts of energy,” “like God was with me an d I could move mountains” . There 
was a  loss of inhibitions. These users reported difficulty in doing things, one had “to 
thin k about moving or talk ing ”. They said feeling restless and nervous usually 
occurred while using phencyclidine.

Tolerance to the effects of the  drug appeared to develop. Initia lly users would get 
“high ” after 2 or 3 puffs on a phencyclidine joi nt, following a one week period of 
daily use they required V2 to 1 joint. After smoking for a period of 2-6  weeks, most 
individuals used 1 or 2 joint s at  a time. Some users reported being able to smoke up 
to Vi gram of stre et purchased  material at one sitting, following several months of 
regular daily use.

Chronic users reported pers isten t problems with memory and speech and difficul
ty with thinking  processes following long periods of regular use of phencyclidine. 
Impaired recent memory capabili ty appears to be a prima ry outcome. Users com
plain of stutter ing, inability  to speak or blocking, and difficulty with articulation.
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Speech and memory difficulties laster  as long as several years  following prolonged 
daily use of large doses of phencyclidine.

Several chronic users, complaining of anxiety or nervousness, sought psychiatric 
care. Some individuals became severely depressed and attem pted suicide on repeat
ed occasions after  chronic exposure to phencyclidine. Some reported personality 
changes, social withdrawal, social isolation and divorce from the ir use of phencycli
dine. Violent behavior is a common denominator among chronic phencyclidine 
users.

A large number of death s have occurred in association with phencyclidine intoxi
cation. The majority was asphyxia by drowning or trauma,  circumstantia l evidence 
suggesting tha t death was secondary to the “behavioral toxicity” of phencyclidine. 
Users often can not perceive the ir limbs in relation to three dimensional space and 
can not respond appropriately to imminent danger.

Other individuals have died from no apparent  cause and the presence of phency
clidine in high concentra tions constituted the only positive finding. The most prob
able cause of death in high dose phencyclidine intoxication is primary respiratory 
depression.

Many phencyclidine users report swimming while intoxicated because they expe
rience unusual but pleasant sensations from the  water.

Suicide by self-inflicted traum a or a massive oral overdose of phencyclidine oc
curred among chronic users who became moody or severly depressed. It is the 
chronic user who is usually  in possession of large amounts of phencyclidine. They 
repor t tha t a chronic user will do almost anyth ing to get the drug. Threatening 
behavior or violence has increasingly resulted in provoked homicide.

Phencyclidine deaths nationally appear  to be on a dramatic increase. In Los 
Angeles alone the Coroners office reported 20 phencyclidine related deaths in 1976 
and 66 in 1977. There were three seperate phencyclidine related murders in San 
Jose recently.

Nationally, phencyclidine use appears to be a serious new drug problem. Factors 
contributing to its increasing popularity  include the users ability to control the 
dosage, an  understanding of the immediate effects, and i ts availability.

Phencyclidine related  problems have surfaced as tips of icebergs, the underlying 
causes hidden from public view. The problems emerge in the form of speech difficul
ties, memory loss, th inking  disorders, personali ty changes, paranoia , severe depres
sion, violence, accidents, suicides and homicides.

In conclusion, the evidence currently  available supports the  assumption tha t if 
there is a solution to th e problem of phencyclidine abuse, it is in part, bette r control 
of the primary chemical precursors.

Thank you.

Statement of Michael A. Guy, Investigator, Los Angeles Police Department

Phencyclidine (PCP) is the  fastest  rising abused drug in the Los Angeles area. 
Undercover officers on the school campuses report tha t PCP is more popular at 
many schools than marijuana.

PCP fi rst appeared as an illicit  st reet drug in the late 1960’s as a tablet  called the 
Peace Pill. It has since appeared in liquid, powder, and crystal line forms. PCP began 
to gain a great deal of populari ty in the east bay area of Nor thern  California in the 
early  1970’s. It was at this time  tha t “angel dust” began to surface in its current 
popular  form. Angel dust most commonly appears as mint leaves which are treated 
with PCP and then rolled into cigare ttes.

ava ilab ility

PCP is readily available. The Undercover Buy Detail, Administrative Narcotics 
Division, reports that  the use and sale of PCP are existent in all areas of the City. 
Rumors of laboratories  in “every nook and cranny” are based, at least partially , on 
reliable  sources. A Departm ent exper t on PCP laboratories stated  t hat  in 1972 there 
was only one known individual manufacturing PCP in Los Angeles. It is estimated 
that  today there  are over 50 individuals and groups involved in the large-scale 
manufacture of PCP and literally  hundreds of individuals who are manufac turing 
the drug on a lesser scale. The Los Angeles Police Department (LAPD) has investi
gated in excess of 35 laboratories in the last four to five years, 17 of those in 1977. 
Thus far in 1978 there have been in excess of 10 and nearly  50 percent of these were 
discovered as a resul t of a fire or an explosion due to combustibil ity and volatility of 
the chemicals. Most laboratories are very unsophisticated; for example, many use 
bathtu bs, sinks, etc., in which to mix the  various ingredients.
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An indicator of the popula rity of any part icular drug is the amount  of th at  drug 
seized by law enforcement. The LAPD seized 253,268 dosage units of PCP in 1974. 
Since th at time, the  seizures of th is drug have increased dramatically . The following 
indicates the amount  of PCP seized by LAPD since 1974. Units
1978 (through May).....................................................................................  6,375,537
1977.............................................................................................................  5,098,869
1976.............................................................................................................  4,705,726
1975.............................................................................................................  8,095,950

Another  indicator of the  popularity  of a drug is the number of arrests related to 
that  drug. During the calen dar year of 1974, the  LAPD arres ted approximately  130 
persons for all types of violations of PCP. The following LAPD arre st statist ics 
indicate how PCP-related arrest s have increased since 1974 (both adult  and juve
nile).
1978 (first quar ter).......................................................................................  764
1977.............................................................................................................  2,538
1976.............................................................................................................  839
1975.............................................................................................................  231

PCP currently accounts for almost 40 percent of all felony narcotic complaints 
issued in the City of Los Angeles by the Los Angeles County District Attorney’s 
Office. The following figures reflect the seizures and arrests  of the other  large 
enforcement agencies in Los Angeles for PCP violations.

1977
Drug Enforcement Administrat ion:

Seizures.................................................................................................
Ar res ts..................................................................................................

Los Angeles County Sh erif fs Department:
Seizures.................................................................................................
Ar res ts..................................................................................................

Bureau of Investigation and Narcotic Enforcement:
Seizures.................................................................................................
Ar res ts..................................................................................................

1978 (through April)
Drug Enforcement Administra tion:

Seizures.................................................................................................
Ar res ts..................................................................................................

Los Angeles County Sher iffs  Department:
Seizures.................................................................................................
Ar res ts..................................................................................................

Bureau of Investigation and Narcotic Enforcement:
Seizures.................................................................................................
Ar res ts..................................................................................................

34,116,300
16

21,187,798
3,314

22,984
9

100,543
5

1,027,927
1,693

5,365
10

Ju st as seizures and arrests  have been skyrocketing in Los Angeles, so have PCP- 
related deaths. Statistics in this  area prior to 1976 did not properly portray  the 
problem as it really existed. The Coroner’s Office did not identify the death as PCP 
related unless it was directly  known to the toxicologist. In 1976, the Los Angeles 
County Coroner’s Office reported 20 overdose deaths. In 1977, they reported 66 
overdose deaths. The two-year total of 86 overdose deaths is broken down in the 
following manner as they re late  to sex, race  and age.
C p  yr  •

Male......................................................................................................  64
Fem ale .................................................................................................. 22

Race:
Negro....................................................................................................  46
Caucasia n.............................................................................................  1 35
Oriental.................................................................................................  5

Age range:
10 to 19.................................................................................................. 14
20 to 29.................................................................................................. 51
30 to 39.................................................................................................. 17
40 to 49.................................................................................................. 2
50 to 59.................................................................................................. 2

1 Includes Span ish names.



102

COST

PCP is inexpensive to manufactu re and to buy when compared to most other 
drugs. Consequently, there  is a tremendous profit margin for manufacturer s and 
dealers  of PCP more so than any other drug. An initial  investm ent of $5,000 to 
$10,000 enables an individual to utilize readily obtainable chemicals in m anufac tur
ing 60 to 100 pounds of pure PCP crystal. The pure crystals currently wholesale for 
$10,000 to $18,000 a pound, thereby producing an immediate profit of approximately 
$50,000 to $175,000. PCP crysta ls are utilized to manufacture pills or angel dust 
(trea ted mint or parsley leaves). PCP pills (PeaCe Pills) cu rrently sell for $2.00 each. 
Angel dust is normally packaged in $10 bindles th at  weigh approximately 1.5 grams. 
From a bindle, the user can make seven to ten “pinro ll” joints. “Pinro ll” joints are 
much smaller than  normal mar ijuana jo ints due to the potency of PCP. Though not 
usually  sold individually, “p inrol l” joints have sold for $1.50 to $2.00 each.

The substitution of PCP for marijuana is not uncommon. One result of the 
prolifera tion of PCP is that  it is now one of the most frequently discovered ingredi
ents of “street” drug preparations . PCP is commonly the only drug in substances 
sold as THC, cannabinol or mescaline. The Los Angeles County/University of South
ern  California Medical Center’s Street Drug Analysis Program reported tha t of the 
tota l samples analyzed from January  1976 through May 1977, PCP was contained in 
100 percent of the samples sold as THC and 86 percent of those sold as cannabinol. 

DANGERS OF PHENCYCLIDINE

Nearly  every user of PCP demonstrates  some sort of bizarre behavior. In many 
cases this behavior manifests itse lf in incidents so gruesome that  they almost defy 
belief.

Because Los Angeles has the unfortuna te distinction of being the PCP capitol of 
the  world, doctors, paramedics and law enforcement officers in the  Los Angeles area 
have witnessed much of this bizar re behavior.

There have been numerous instances in which individuals have inflicted unbeliev
able atrocities upon themselves. One incident involved a young man methodically 
pulling his own teeth out with a pair  of pliers. Another  individual, while hallucinat 
ing about unbelievably grotesque monsters, gouged his eyes from thei r sockets to 
avoid seeing these visions. Yet, ano ther young man drank ra t poison to kill the rats 
he believed had infested the  inside of his body.

Law enforcement officers have also discovered t ha t an arrestee  who is under the 
influence of PCP and becomes combative poses a serious thr eat to the safety of the 
arresting  officers.

Most law enforcement officers are  given instruct ion and training in the use of 
control holds to restra in or subdue combative arrestees.  Individuals under the 
influence of PCP, however, possess a phenomenal amount of strength, while feeling 
little  or no pain. The control holds are thereby rendered useless and an arrest ing 
officer must rely on physical s trength alone to subdue the arrestee. Unfortunately, 
the physical st rength  of one or two officers, even those in superb physical condition, 
is rarely enough to overcome the  awesome strength of a combative PCP user.

In a recent incident in southwest Los Angeles, two patrol officers observed a 19- 
year-old male walking in the traffi c lanes of the  roadway. The officers approached 
the male and instructed  him to use the sidewalk. The young male left the roadway 
as requested but suddenly picked up a piece of concrete and smashed the window of 
a business establishment. The officers cautiously approached the  young man to 
effect an arrest.  This suspect passively submitted to a cursory search, but became 
extremely violent as the officers a ttempted to handcuff him. Control holds on the 
suspect were useless and the officers were unable to rest rain  the suspect from 
punching and kicking. After wrestl ing the suspect to the  ground, a second attempt 
was made to handcuff him; however, the combined st reng th of both officers was not 
enough to force the suspect’s hands into a position that  would allow handcuffing. 
The suspect eventually got up from the ground and dragged both officers along un til 
he finally broke loose. Running into the street, the  suspect removed his belt and 
began swinging the buckle end at  the  officers. Six additional officers responded to 
assist and, by the sheer weight of numbers, succeeded in controlling and handcuff
ing the suspect. A subsequent investigation revealed tha t the arrestee  was under 
the influence of PCP.

In another  incident, six officers were required to rest rain  a combative arrestee 
armed with a knife. During the six-to-one melee the  arre stee ’s hand was struck 
repeated ly with batons to such an extent tha t the knife handle within  the suspect’s



hand broke apar t; yet, the arres tee mainta ined a death-like grip on the  blade. 
Again, the arres tee was found to be un der the influence of PCP.

Another frightening aspect of PCP is that  it does not have to be taken by an 
individual before it becomes dangerous. Many of the ingredients used to manufac
ture PCP are, in themselves, extremely  hazardous, such as potassium cyanide and 
hydrochloric acid. These are the two chemicals used in prison gas chambers. Al
though the “recipe” for PCP does not call for these two ingredients to be mixed 
directly together, the potential for a major disaster is obvious.

In addition to the threat  of deadly gases, there  is the potential  for explosion and 
fire created by the use of extremely volatile liquids, such as ether and benzine. 
There have been many incidents wherein illicit clandestine PCP laboratories have 
exploded and burned. Recently, investiga tors of LAPD’s Adminis trative Narcotics 
Division were investigating the possible presence of an illicit PCP laboratory in 
southwest Los Angeles. Late one evening, while conducting a surveillance of the 
suspected location, the investigators’ suspicions were confirmed when the  building 
exploded and two suspects were blown through the walls and into the street.

The Coroner’s Office has  reported the  following examples of disorientation, confu
sion, aggressive and threatening behavior attributed to PCP use.

Case A: A 26-year-old male was smoking angel dust in a friend’s apartment . It 
was reported that  he smoked five to six cigarettes, one right after  another, and had 
been using angel dust for several months. He suddenly jumped out of the second 
story window, landing on a grapestake fence before striking the ground. He then 
removed all of his clothing and ran upstairs onto a balcony. He dove off the  balcony 
onto the concrete below, killing himself.

Case B: A 23-year-old male was discovered inside a secured, fenced parking lot. 
The security guard approached the int ruder and asked what he was doing there. 
The intruder replied tha t he was stronger than God and made some incoherent  
remarks. The intruder  then attempted to reach for the  guard’s revolver. The guard 
attempted to stay away from the  intruder, pulled his weapon and fired one round in 
the air. The intruder kept laughing, reit erat ing to the guard  that  he was stronger 
than God. He lunged at the guard who, in turn, fired once striking the intruder  in 
the chest. The intruder rose and attacked the guard again. The guard  fired again 
and the intruder then fell to the ground dead.

Case C: A young female joined her boyfriend in smoking angel dust. The male 
companion told the police tha t he felt like the “Master;” like a God while he was 
under the influence of the drug. He imagined a cord tightening around his neck and 
he proceeded to strangle the girl with the  cord from the bathrobe he was wearing.

Case D: A 27-year-old male was observed indiscrimina tely breaking shop windows 
with a long-handled chopping axe. A patro l unit was summoned by a citizen. The 
suspect was told to put down the axe, but instead he replied by swinging the axe a t 
one of the officers. The officer promptly fired a  shotgun at the assailant.

The Los Angeles County Sheri ffs Department reported an injury call where the 
officers were met by the Fire Department who observed the patient lying on the 
floor in a pool of blood. Examination revealed the patient had cut off his penis. 
While the  paramedics were attempting to stop the bleeding, the  patien t became sick 
and regurgitated his penis. Fur the r investigation revealed tha t the  patient was a 
PCP user.

PCP is the most dangerous drug on the  streets  today, yet the popularity of the 
drug is increasing with alarming speed. It is only a matter  of time before the PCP 
problem th at now exists in California spreads across the enti re nation. It is impera
tive tha t the legislators of this country find a way to control the manufacture and 
distribut ion of this extremely dangerous drug.

WEDNESDAY, JUNE 21, 1978

Statement of Peter G. Bourne, M.D., Special Assistant to the President for 
Health Issues

Mr. Chairman, thank you for the opportunity to be here today to discuss the 
Federal Government’s activities regarding phencyclidine, or PCP.

The Administ ration has been very concerned about this issue and has been 
working vigorously for the past year to deal with both the  heal th and law enforce
ment aspects of the  problem.

I f irst raised this issue last year at our meeting of the principals having  primary 
responsibility in the drug area. Meeting on a bi-weekly basis, the principals group 
includes the Senior Adviser and Coordinator for In terna tiona l Narcotics Matte rs to 
the Secretary  of State, the Director of the  National Inst itute  on Drug Abuse, the
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Admin istrator of the Drug Enforcement Administration,  and the  Commissioner of 
the U.S. Customs Service.

My deputy and I work with the  group in discussing and coordinating the Federal 
response to specific drug-related issues. PCP is one issue which was addressed by the 
principals in the Fall of 1977 and the PCP Action Coordinating Committee was 
established under the principals group to develop and coordinate the Federal re
sponse to the PCP problem.

As you are well aware, PCP is a psychoactive drug which can have very serious 
consequences. Although approved for use as a veterinary tranquilizer, it is not 
approved for human use. It can be extremely dangerous if taken by humans, 
producing extreme, severe, long-lasting behavioral problems. PCP use can have a 
variety of effects, ranging from mental dullness and low motivation to mispercep
tions, paranoia, schizophrenia, and confusion to hostility and a tendency towards 
violence and extremely unpredic table behavior.

PCP is relatively easy and inexpensive to synthesize. The chemicals and equip
ment needed to make PCP are not restricted and are easily obtainable. For a very 
modest investment of a few hundred dollars, PCP with a street value of tens of 
thousands of dollars can be manufac tured. Because of the  low cost of manufacturing 
and the  fact tha t legal production is very small, there is no evidence of diversion 
from licit sources.

There  appears to have been an increase in PCP use throughout  the country and 
especially in several major cities (New York, Washington, D.C., Detroit). From 1975 
to 1977, the  number of PCP mentions  in the Drug Abuse Warning Network (DAWN) 
nearly tripled and PCP-related deaths for the same period increased by 60 percent. 
The DAWN system is a stati stica l reporting system utilized by both the Drug 
Enforcement Administration and the  National Inst itute  on Drug Abuse. It collects 
information from selected hospital emergency rooms and medical examiner  offices 
on drug-related incidents. While by no means providing complete national statistics, 
it does provide a good indication of trends and use patterns .

While PCP is often a drug of choice, it is sometimes sold as another substance 
(such as LSD, THC, cocaine) or in combination with other  substances and not 
identified to the user. When this is considered, along with the fact tha t many 
injuries  or accidents resulting  from PCP use are not identified as such, it becomes 
apparen t tha t the extent of PCP use and abuse is probably under-reported.

In response to rising patterns  of abuse of this drug, the Federal  Government has 
initiated a number of activities to curta il its use and manufacture. On the law 
enforcement side, PCP was moved from Schedule III to Schedule II of the Controlled 
Substances Act on February 24, 1978. Two of the precursors of PCP, 1- 
phenylcyclohexylamine and PCC, have also been rescheduled into Schedule II. DEA 
and HEW are currently investigating several other precursors and analogues for 
possible rescheduling and are  considering the desirability  of a generic ruling on all 
precursors and analogues of PCP.

In addition, the Drug Enforcement Administration is working with chemical 
manufacturers and distributors to closely scrutinize any unusual orders or pur
chases of the chemicals and equipm ent needed to manufacture PCP. This technique 
is already proving effective in identifying and developing cases involving illicit PCP 
production.

Based on the recommendations of the PCP Action Coordinating Committee, the 
Nationa l Institute on Drug Abuse (NIDA) has utilized the research it has been 
conducting on PCP for the past two to three years, as well as other available 
information and research to develop numerous materia ls for education, prevention, 
trea tment  and rehabilitation. NIDA’s activities in this area include letters to t rea t
ment  programs and emergency rooms to make them aware of the PCP problem, as 
well as report on trea tment and rehabilitation. Public service spots on television, 
fact sheets and summaries for both professionals and lay persons have been devel
oped and distributed. A conference on the subject of PCP was held in February 1978 
which provided an  opportunity for professionals in the field to discuss incidence and 
prevalence, treatm ent, and other health related aspects of its use. The proceedings 
are  being compiled for distribution to the field.

In addition, NIDA has a number of activi ties under  development which will be 
completed in the near  future. These include development of trea tment manuals, 
research into trends and characteris tics of use, ethnographic studies, educational 
videotapes, and biological and clinical research. PCP will also be included in the 
1978 Drug Abuse Prevention Campaign.

In summary, while the Federal  Government clearly recognizes the seriousness of 
the PCP issue, we must be cautious  not to overreact. We have spent the past year 
developing the information, approach  and research which are essential in combat-
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ting the problem. We have begun implementing the education and prevention, and 
treatm ent  and rehabili tation plans, and we have tightened the  law enforcement 
efforts. Dr. DuPont and Mr. Bensinger  will provide the details on these initiatives  in 
the ir testimonies. Let me assure you that we will continue to vigorously pursue this 
issue and  we welcome both Committees intere st and efforts.

I will be happy to answer any questions.

Stat ement  of Robert L. DuP on t, M.D., Director, National Instit ute on Drug

Abuse, Alcohol, Drug  Abu se , and Menta l H ealth  Administ rat ion , P ublic

H ealth  Service , Depa rtm ent of H ealth, E duc atio n, and  Welfare

Mr. Chairman and members of the  Subcommittee, I thank you for the invitation 
to appear today to discuss phencyclidine, or PCP as it is commonly known. PCP is a 
drug which is producing trag ic consequences for increasing numbers of Americans. 
Based on data gathered in 24 cities between May 1976 and April 1977, there  were 
reported nearly 4,000 emergency room visits for PCP, and 100 PCP-related deaths. 
PCP ranks  20th among the 26 most abused drugs (Item 1). Unlike the reaction of 
genera l disbelief among American youth tha t greeted the information provided by 
Federal officials in the late 1960’s about the dangers of marihuana,  the knowledge 
young, and often drug-experienced, people have about PCP matches the frightening 
facts we have provided them and the reports which have appeared so often recently 
in the press.

PCP made its first appearance  as an illicit, abused drug in 1965 on the West 
Coast. At tha t time it rapidly developed a bad street reputation  and had only 
limited popularity. Since then ther e have been sporadic outbreaks of its use, and 
more recently there  has been evidence to suggest a marked national increase in use.

On the stree t phencyclidine is referred to by a variety  of terms, among them: 
“angel dust,” “dust,” “crysta l,” “cyclones,” “embalming fluid,” “elephant” or “horse 
tranquilizer,” “killer weed,” “superweed,” “mintweed,” “mist ,” “monkey dust,” 
“peace pill,” “rocket fuel,” “goon,” “surfer,” “HW,” and “scuffle.” The wide range of 
regional names for th is illicit drug, as well as variations in its appearance, and its 
frequent misrepresentation, mean tha t the user may not be aware tha t he or she 
has used PCP or  may fail to report its use in surveys because he or she does not 
know the drug by the name used in the survey. A fur ther complication in user 
identification of PCP is the fact that  it is sometimes taken  along with other drugs.

Phencyclidine in the pure form is a white powder which dissolves in water. In 
“stre et” form PCP is often adulterated and misrepresented as other drugs. It is 
variable in appearance  and is sold in many colors in powder and table t form. Often 
it is placed on parsley or on other leaf mixtures to be smoked as cigarettes (joints). 
When misrepresented, it is most  commonly sold as THC (the principal psychoactive 
ingredient in marihuana,  which is never available on the street), but has also been 
sold as cannabinol (another  m arihuana constituent), mescaline, psilocybin, LSD, and 
even as amphetamine or cocaine. Depending on the care with which the synthesis of 
PCP is carried out, the stre et drug available may contain impurities, including 
potassium cyanide, which significantly adds to the risk of illicit PCP use, especially 
when it is taken orally.

Between 1971 and 1974 about 50 percent of the stree t samples of phencyclidine 
analyzed on the West Coast were found to be mixed with othe r drugs. Since 1975, 
however, only 25 percent of th e total were found to contain additional drugs. Still 
more recently, PCP or one of its analogs (TCP) have constitu ted 10 percent of all 
drug samples analyzed in one Los Angeles laboratory. Only one in 33 of the samples 
which contained PCP was actually sold as such. When PCP is sold as a granular 
powder (angel dust), it usually  consists of from 50 to 100 percent phencyclidine. 
However, sold under a variety  of other names and  in other guises, the purity is from 
10 to 30 percent with leafy mixtures generally containing still smaller amounts of 
the  drug.

Although originally ingested orally, PCP is now commonly smoked or snorted. 
Intravenous use has been reported but is less frequent. By smoking, the experienced 
user appears to be b ette r able to limit the dose to a level w ith which he or she is 
comfortable and is less likely to overdose. When the drug is ta ken by mouth, there 
is a longer period before the  drug takes effect, and the dose is usually greater, 
result ing in more cases of overdose.

Currently the only legally approved use for phencyclidine is in veterinary medi
cine as an animal-immobilizing agent. It was originally investigated as an  anesthe t
ic for use with humans; this  research  was abandoned, however, because in many 
patie nts it produced thought disturbances and agitation.
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PCP is in a class by itself. It has stimulant, depressant, hallucinogenic, and 
analgesic properties, some of which are dose-dependent. One proposed classification 
is with ketamine as a “dissociative anesthetic.”

Unfortunately, phencyclidine can be synthesized readily. The star ting  chemicals 
are readily available and PCP can be made by individuals with limited technical 
train ing and without elaborate equipment. In addition, there  are over 30 chemical 
analogs similar  to phencyclidine, some of which produce psychoactive effects. These 
can also be synthesized with varying degrees of difficulty and some have already 
appeared on the street. Thus, the problem of inte rdicting  PCP and related materials 
is unusually difficult and the poten tial for contamination, side effects, and unantici
pated reactions is unusually high.

EXTENT OF PHENCYCLIDINE ABUSE

It is difficult to estimate how widely PCP is used. Since the  drug is often sold as 
another substance, the user, especially if he or she is inexperienced, may not realize 
PCP is involved. The fact that  phencyclidine is known by a large number  of street 
names and varies widely in its physical appearance also contributes to the confu
sion. In the past most reports of drug use have included PCP within a category of 
“other hallucinogens,” making trend detection difficult. Moreover, the patien t ad
mitted for emergency trea tme nt of PCP-induced bizarre behavior is likely to be 
diagnosed as schizophrenic, ra ther  tha n as a drug reaction. Patients  admitted with 
injuries from automobile accidents, fires, and drownings in which PCP was a cause 
may not be so identified. Thus, a marked increase in use and in use-related drug 
emergencies is not fully reflected in emergency room and medical examiner statis
tics.

Despite these limitations, the re is evidence to suggest increased use in recent 
months. This ranges from reports of law enforcement agencies on disruption of 
illegal laboratory production to self-reports by users. In NIDA’s 1976 National 
Survey, for example, 3 percent of youth between 12 and 17 years of age reported 
having used PCP a t some time in the ir lives. In the same year, one of ten young 
adults 18 to 25, the age category in which drug use peaks, reported  using PCP prior 
to the  1976 survey. In contrast, dat a from the  1977 National  Survey reveals that  the 
percentage who have ever used PCP in the 12- to 17-year-old group has nearly 
doubled since the previous year ’s survey (5.8 percent vs. 3 percent in 1976). Use by 
the 18- to 25-age group also increased nearly  50 percent (from 9.5 percent to 13.9 
percent) during the same period. Because of the  frequent  misrepresentation, these 
figures probably underestimate the  ex tent  of actual use.

The extent to which a  drug poses serious problems is also revealed through the 
Drug Abuse Warning Network (DAWN), a nationa l reporting  system counting drug- 
related  deaths  and emergencies. DAWN figures are also likely to be minimal esti
mates o f the PCP problem; however, they can be useful in providing an indication of 
trends. Data from the 662 emergency rooms which reported to DAWN from Novem
ber 1974 to October 1976 indicate that  the rate  of PCP emergencies doubled during 
tha t period (111 mentions in October 1976 as contrasted with 54 in October 1974). 
Deaths also show nearly  as grea t an increase (30 PCP-related deaths vs. 17 the year 
before).

It has been learned tha t many PCP-related deaths go undetected since deaths 
often involve accidents. For example, one reported cause of PCP-related deaths has 
been drowning. In one series of 19 PCP deaths investigated in two California 
counties, 11 of the  19 were from drowning—1 while in the shower. The PCP user 
often loses his orientation while immersed and drowns, sometimes in very small 
amounts of water. Unless PCP is looked for under such circumstances, it is very 
likely to be missed. Similarly, deaths resulting from violent behavior and accidents 
result ing from PCP intoxication may not be reported as PCP related. Suicide while 
under  the influence of the drug was the cause of death for three persons in the 
California study.

The National Youth Polydrug Study, a nationwide study of youthful drug abuse 
conducted in 1976-77, surveyed the  extent of PCP use among youth in treatm ent. 
Nearly 32 percent of the 2,750 individuals surveyed reported eith er curre nt or past 
use of PCP. Females were as likely as males to have used PCP and whites were 
more likely to report using this drug than  eithe r black or Hispanic clients (42.3 
percent of whites, 8.5 percent of blacks, and 9 percent of Hispanics). The data from 
this  study show that  PCP use is not confined to specific communities or areas of the 
country. Instead the data indicate  tha t PCP is being used in all regions of the 
country  with the highest rates reported in the Great Lakes and Midwest regions. 
Two-thirds of those who reported  having used PCP indicated continued use at  a rate 
of at  least once a week for at least  1 month. It was also learned in this study tha t
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PCP users tend to be multiple drug users who, on the average, take twice as many 
different substances as othe r youthful drug users. PCP users reported a mean of 6.0 
substances ever used, while non-PCP users reported a mean of 2.8 substances ever 
used.

EFFECTS OF PCP

The effects of PCP are  so unpleasan t tha t many have wondered how PCP could be 
popular. Many one-time users will not knowingly use it again, yet others enjoy it 
and use it chronically.

Moderate PCP users most frequently repor t depersonalization and distortion of 
body image among the effects of the drug. These users feel a sense of distance and 
estrangement from the ir surroundings. Time expands and body movements are  
slowed. Muscular coordination worsens as impulses a re dulled; users may stagger as 
though drunk. A sense of increased physical strength  frequently occurs. Speech is 
blocked, sparse, and often meaningless. Auditory and sometimes visual hallu cina
tions may occur, more frequently at higher doses, and feelings of severe anxiety , 
impending doom or  death may appear and disappear. Touch and pain sensations are  
dulled. Bizarre behavior, such as nudity in public places, has been reported.

Feelings of immobility, numbness, and detachment may be desirable in them
selves to some users. Feelings of strength, power, and invulnerability , coexisting 
with a dreamy estrangem ent and lack of coordination, are reported by many users. 
The drug is described as stronger than marihuana, more comparable to LSD, but  
basically “in a class by itself.” It is important  to emphasize tha t grea t variab ility 
exists in effects from one user to the next.

It has been reported  tha t chronic users experience persistent cognitive and 
memory problems. Speech difficulties, including stut tering, poor articulation, and 
difficulties in expressing themselves to others, have been reported lasting in some 
cases 6 months to a yea r following prolonged daily use. Mood disorders—depression, 
anxiety, and violent behavior—also occur. Purposive activity  becomes more difficult 
with resu ltant loss of  employment or impaired school performance. Chronic users  
have reported losing 10 to 35 pounds during regu lar use. Following a 2- to 3-day 
“run ,” users need great amounts of sleep and may awaken feeling disoriented and 
depressed. In late r stages of chronic use, outright paranoid and violent behavior 
with auditory halluc inations often appear.

PCP PSYCHOSIS

It is not clear at this  point whether PCP causes or contributes  to long-term 
psychosis. It may be that  persistent psychosis occurs in individuals who are late ntly  
schizophrenic as a resu lt of some triggering function of the phencyclidine. Whatever 
the cause, there is some clinical evidence that  individuals who have used PCP may 
develop a persistent prolonged psychosis resembling schizophrenia despite abs ti
nence from the  drug.

Having used PCP repeatedly without serious adverse effect is appa rently no 
guarantee tha t more serious consequences will not occur on a given occasion of use. 
Some clinical researchers believe tha t if use is persistent, adverse consequences are  
inevitable.

Some patien ts experience a psychotic phase which lasts from several days to 
several weeks despite abstinence from furthe r use of PCP. The psychosis, which may 
occur after a single dose of PCP, can be divided into three stages: the initial stage, 
characterized by violent psychotic behavior, lasting  perhaps 5 days; the  second 
stage, with restless bu t more controlled behavior; and the final stage, including 
rapid improvement of thought  disorders and amelioration of paranoia.

The psychotic stage  may be the first stage at which the patien t enters  treatm ent , 
often through a psychiatric hospital emergency room rath er than  a general medical 
hospital emergency service. He may or may not have passed through  an ear lier 
stage of reduced consciousness or coma in the company of friends or alone, but  a 
psychotic-like picture of confusion manifests incoherent speech, paranoia, assau ltive
ness, restlessness, autism, preoccupation, mutism, auditory hallucinations, and gra n
diosity. Enter ing the heal th care system at  this point, without a ready history of 
drug intoxication, the  patien t is frequent ly misdiagnosed as schizophrenic. This 
diagnosis does not complicate his or her immediate treatment, which is much the  
same as for acute schizophrenia, but labels him with a diagnosis which may be quite 
inappropriate and misleading for future  medical contacts.

Phencyclidine psychosis constitutes, in th is initia l phase, a  psychiatric emergency. 
The patients  are dangerous to themselves because of depression and suicidal im
pulses, and dangerous to others because of pa ranoia  and strong tendencies toward 
violence. For patie nts fitting this description, psychiatric inpat ient treatm ent is

33-300  0 -  78  - 8
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indicated. The immediate goals of trea tment  for this acute PCP-induced psychosis 
are: one, prevention of injury to the patient or others; two, assurance of continuing 
treatment; three, reduction of stimuli; four, amelioration of psychosis; and five, 
reduction of agitation.

As the psychotic symptoms abate, ther e are sometimes unpredic table reoccur
rences. Pati ents  will often wish to leave the hospital against  medical advice, with 
encourage ment from others to do so, only to experience unexpected suicidal or 
homicidal impulses following the ir discharge (the patient may still not realize, 
because of drug-induced amnesia, th at  PCP was responsible for his hospitalization. 
When feasible, psychotherapy or, when appropriate,  an anti-psychotic medication, 
can help.

Some doctors observe tha t one-fourth of the patients  originally trea ted for phency
clidine psychoses return  to th e hospita l within a year. Schizophrenic symptoms may 
occur in the  absence of furt her  PCP use. Thus, some users may be at risk for 
schizophrenia which later  reappe ars withou t the precipita ting drug. These patients 
may in fact be latent schizophrenics. In addition, significant numbers of users 
experience depression and must be followed carefully to monitor their suicidal 
potential.

Because of the increasing evidence of the extremely harmful effects tha t phency
clidine can have, NIDA has a high priority effort: (1) to obtain information  on the 
nature  and extent of PCP abuse and its distribution; (2) to develop comprehensive 
informatio n about PCP; and (3) to dissemina te this information and provide tra ining 
to emergency room personnel, heal th professionals, medical examiners , and crimi
nal justice  and law enforcement personnel.

The overall NIDA PCP plan includes education/prevention, train ing, treatm ent, 
and researc h initiatives, as well as suppo rt of the  rescheduling of PCP and some of 
its precursors and analogs. In the implementation of this plan, ther e has been a 
grea t deal of coordination between Office of Drug Abuse Policy, National  Institu te 
on Drug Abuse, National Insti tute of Mental Health, Drug Enforcement Adminis
tratio n, and Food and Drug Administration , etc. To pool expertise  and to better  
coordinate multi-agency efforts, a PCP Action Coordinating Committee was formed 
as the resu lt of a discussion at a meeting of agency heads with Dr. Peter Bourne, 
Special Ass istant to The President  for Health Issues.

The following initiatives have been completed:
1. In early  December 1977, lette rs were sent to ale rt trea tment  programs and 

emergency rooms to the PCP problem and its recognition and trea tme nt, as well as 
the procedure for detection of PCP. More than  18,000 letters have been sent to 
hospitals, emergency rooms, crisis centers,  single State  agencies for drug abuse 
prevention, regional offices, drug tre atm ent  programs, community mental health 
centers, and other mental health  service delivery organizations, informing them of 
trea tment  methods and the procedure for PCP detection. In addition, letters were 
distributed to all medical examiners urging them to be a ler t to PCP-related deaths, 
particular ly in deaths by accident, fire, and drowning, and to inform them of the 
procedure for detection of PCP in blood, urine, and body tissue.

2. NIDA’s National Clearinghouse for Drug Abuse Information has published a 
brief fact sheet in both Spanish and English to respond to public inquiries. This 
includes information for use by paren ts, youth, and educators about  PCP and its 
acute and chronic effects, why people use it, and what to do if someone is using 
PCP. In addition, the Clearinghouse has published the  PCP Report Series which 
provides an overview of the  chemistry , pharmacology, and toxicology of th e drug, as 
well as problems associated wi th its use.

3. NIDA has developed a 30-second Public Service Announcement for television 
warning that  PCP does have significa nt health  risks. This announ cement has been 
distributed to all TV stations in the  United States. In response to many requests 
from the media and the public, NIDA’s Press Office also published a brief summary 
of the extent of PCP abuse and of its acute and chronic effects.

4. NIDA’s prevention efforts are focused on four areas: information, education, 
alternative s, and intervention programs. While any of these programs may deal 
with specific drugs, they are typically  not drug-specific, but deal with promoting 
positive human growth and development. PCP is discussed in all public information 
and education efforts of NIDA’s Preven tion Branch and is included in the materials 
developed for the 1978 National Drug Abuse Prevention Campaign, aimed at pre
venting, reducing, or delaying the use of all drugs—primarily among young people 
aged 8 to 20.

5. To determi ne the nature  and exte nt of the PCP problem, data from several 
sources (including DAWN, Client Oriented Data Acquisition Process (CODAP), Na-



tional Survey, Pharmchem, National Youth Polydrug Study) have been reviewed 
and published.

6. NIDA’s Division of Research held a PCP conference in late February 1978. 
More than two dozen researchers  and clinicians from various parts of th e United 
States  participated. The purpose of this meeting was to review the present state of 
PCP knowledge and to focus on additional areas  requir ing research initiatives by 
the  Institute . Papers were presented on the pharmacology and pharmacokinetics of 
PCP; the  interaction  of PCP with other drugs; diagnosis and trea tment of overdose, 
acute intoxication, toxic psychosis, and prolonged PCP psychosis; epidemiology of 
PCP use, etc. This meeting provided the content  for a NIDA research monograph on 
PCP which will be available for distribution this summer. This PCP monograph 
details  the presently known facts about the drug for use by drug researchers and 
trea tment programs.

The following are some highlights from the conference:
(a) The use of PCP is increasing. Smoking and snorting are the most common 

modes of use. Intravenous use is less frequent.
(b) There is evidence th at  in areas where the drug has been continuously avail a

ble, it has gained a preferred drug s tatus  with small cluster s of individuals who use 
it on a chronic daily basis for periods of 6 months to 6 years.

(c) Some youth a re now using PCP in social settings in a way similar to mar ihua
na. Many users have the misconception tha t PCP is “a little  st ronger than mar ihua
na.”
(d) A number of young children have been accidentally poisoned with PCP.
(e) With high-dose chronic administ ration, tolerance can develop to some of the 

effects of PCP. Present  evidence does not indicate tha t PCP is addictive, in the sense 
that  heroin or the barb iturates  are.

(/) Studies of the effects of  PCP on the brain have suggested tha t various specific 
neurotransmitte rs may be involved in some way in mediating  the drug’s effects. 
More research in this area is needed.
(g) Why do people cont inue to use PCP? In one s tudy of chronic users carried out 

in Chicago, 88 percent believed the drug to be dangerous, but, nevertheless, contin
ued to use it. For some, the fact th at use is risky may add to the thrill.  Users state  
that  they like the “spacey,” floating feeling described as “walking on clouds” or 
being in a “hot-air balloon.” One investigator suggested that  even aversive stimuli 
can be reinforcing because they supply a desired change of psychological state.

7. As a result  of the conference, NIDA’s Division of Research has identified areas 
in which research on PCP is needed and has released an announcement of areas of 
special interest  in order to encourage investigators to submit research grant propos
als on PCP and PCP-like drug abuse. The Division has also published a report on 
PCP which includes information on exten t of abuse, acute and chronic effects, 
diagnosis and t reatmen t of adverse reactions. This repor t is being sent  to emergency 
rooms, crisis centers, poison control centers , hospitals, single State  agencies for drug  
abuse prevention, regional offices, drug trea tment  programs, community mental 
health  centers, and o ther  mental health  service delivery organizations.

ACTIVITIES UNDERWAY

1. NIDA continues to monitor PCP trends through the  available data sources. A 
10 percent random sample of units has been selected from the units reporting to the 
National Client Oriented Data Acquisition Process Treatme nt Program Control file. 
These units will identify PCP use on the CODAP admission forms for a period of 
four months. At the conclusion of this period a repor t will be prepared to analyze 
the use of PCP and the demographic characteristics  of users at the time of admis
sion to treatm ent. The preliminary results of this study should be available late r 
this summer.

2. Two PCP trea tme nt manuals, to be used by emergency room personnel and 
health  professionals who deal with persons intoxicated with PCP, are  currently 
being developed and will be utilized in various train ing s trategies. PCP information 
has also been included in a ll of the Inst itute’s trainin g m aterials.

3. An ethnographic study of PCP users in four U.S. cities—Seattle, Chicago, 
Philadelphia, and Miami—has begun to study patterns  of PCP use within the 
natu ral context of drug users, the characteristics of the users, and the effects of 
PCP. In addition, the Institu te is conducting a survey of t reatmen t systems in five 
cities located in different areas of the country, to determ ine the extent to which 
PCP cases have come to the a ttention of these systems.

4. NIDA’s prevention and training programs are coordinating  the development of 
videotapes in order to disseminate PCP information to educators, heal th profession
als, criminal justice and law enforcement officials.



5. A comprehensive research plan has been developed which includes: (a) research 
on more effective treatments; (6) studies on the chronic effects of PCP abuse on 
psychological and physiological function and performance, and on the development 
of tolerance and dependence; (c) additiona l studies on the exten t of PCP abuse; (d) a 
stu dyof  the  effects of PCP on driving; (e) the development of methods for identify
ing PCP in body fluids; (/) research on prevention strategies; (g) studies of the  effect 
of combining the use of PCP with othe r drugs such as alcohol, marihuana, and 
barbiturates . The overall purpose of these studies is to develop more effective 
trea tment and prevention programs.

6. NIDA has been working closely with  the Drug Enforcement Administration 
(DEA) and the Food and Drug Administration (FDA) on the rescheduling of PCP 
and the scheduling of the PCP analogs. Effective February 24, 1978, PCP was placed 
under Schedule II. This action had the effect of subjecting PCP to s tric ter inventory, 
manufacturing, and security controls. The penalty for trafficking offenses is a 
maximum of 5 years in prison and up to a $15,000 fine. Illegal possession for one’s 
own use is a misdemeanor on the first offense, punishable by 1 year in jail  and up to 
a $5,000 fine. I t was the consensus of opinion of NIDA, DEA, and FDA th at  PCP and 
its two immediate precursors, 1-piperidinocyclohexanecarbonitrile (pcc) and 1- 
phenylcyclohexylamine, be placed in Schedule II. (These actions were finalized on 
February  24, 1978, and Jun e 16, 1978, respectively.)

7. NIDA, together with DEA and FDA, is reviewing the PCP analogs and will 
make appropriate  recommendations for scheduling. FDA is preparing the  documen
tation necessary to recommend the placement of the ethylamine (PCE) and pyrroli
dine (PHP or PcPy) analogs in Schedule I.

8. NIDA has several efforts underway in which additional PCP analogs will be 
tested for the ir abuse potential. Several analogs have been synthesized under a 
NIDA contract. The NIDA Addiction Research Center in Lexington, Kentucky, is 
currently assessing the abuse potential  of a few of these analogs in dogs and has 
initiated  behavioral studies in rats and monkeys.

Under contract to DEA, Dr. Keith Killim, of the University of California at Davis, 
will look at  these compounds using EEG patterns  and self-administra tion behavior 
in monkeys as experimental models. Finally, NIDA and DEA, with scientific assist
ance from FDA, will develop a contract program to assess the abuse potential of 
PCP and its analogs.

PCP phenomenon provides us with an example of what can happen with chemical 
substances that  can be easily synthesized. The fact tha t PCP is highly potent as well 
as readily available, inexpensive, and easily manufactured, has contributed to its 
increasing abuse. NIDA has initiated activity to obtain information on the nature 
and exten t of PCP abuse and to disseminate the available information about PCP to 
the public. We welcome your efforts through these hearings to help focus public 
atten tion on the  harmful effects tha t may be caused by this drug.

Mr. Chairman, I thank  you for the opportunity to appear today and would be 
pleased to answer any questions you or othe r members of the Subcommittees might 
have a t th is time.

Statement of Dr. Helen H. Nowus, Director, Alcohol and Drug Abuse Educa
tion Program, Bureau of Elementary and Secondary Education, U.S. Office 
of Education, Department of Health, Education, and Welfare

Mr. Chairmen and members of the Subcommittees, it is a pleasure to appear 
before you and to share with you our experiences in responding to the  increasing 
use of phencyclidine by young people.

The c urre nt concern over the spreading use of PCP is strongly reminiscent of the 
late 1960’s and the emerging use of LSD and speed. Our impulse is to respond as we 
did then, to sound the alarm. Surely, if young people knew the potentia l dangers 
involved, they would not use a drug. But sometimes the best intended acts have 
unintended consequences. In retrospect, many now believe tha t the  nationwide 
attent ion given to the hallucinogens was at  least one fac tor in the rapid spread of 
thei r use.

There is no doubt that  phencyclidine is a potentially dangerous drug. Long before 
its appearance on the drug scene, it had been declared unfit for human consump
tion. There is also no doubt tha t its use is increasing. A 1977 NIDA survey of drug 
use indicated that  use of PCP defined as ever used, had increased from 3.0 percent 
in 1976 to 5.6 percent in 1977 in the 12 to 17 year old sample and from 9.5 percent 
to 13.9 percent in the 18-25 age group. Evidence would suggest tha t use is still 
increasing. However, tha t increase is stil l primarily in certain areas  where there  is 
already a thriving drug scene, notably in California and major cities on the east
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coast. In vast areas of the  country, inquiries about PCP or Angel Dust evoke the  

response, “What’s t ha t?”
Why would use of one of the more dangerous drugs be attractive, and what should 

we do about it? The answer  to these questions present us with a dilemma. It 

involves young people more t han it does a specific drug. It involves th e meaning an d 

function of use.
Some young people use PCP for th e same reasons that  they use other  drugs, not 

the least of which is to demonst rate stren gth to themselves and others and to gain 

statu s in thei r peer group. The greater t he risk, the greater  is the  s tatus. This is not 

a new phenomenon. Many of us remember other equally or more dangerous activi

ties from the 1940’s and 1950’s. This at least suggests tha t, for some young people, 

the more potential ly dangerous, the more i t is a test of stren gth and the more s tatu s 

it gives. In addition, unpl easant as it is to contemplate, for far too many young 

people who are  bored and see no f uture worth pursuing, pointing out risk evokes the  

response, “So w hat?”
Other motivations for use are not so subtle but none-the-less importan t. PCP is 

cheap and easily avai lable. A small amount  added to ordina ry cigarettes, which are  

cheaper than  mar ihua na joints, will produce an eight-hour buzz for several individ

uals. Many PCP users repor t tha t they actual ly prefer  alcohol because the ir re

sponse is more predictable. But the unpredic tability  is par t of the need to demon

stra te streng th in the face of risk.
Research at Stanford and at Yale suggests tha t the effect of drug education that  

involves information about specific drugs may speed e ntrance into drug use. It also 

suggests th at, once specific drugs are in a community, such information may be t he 

best immediate response available.
In view of all this, how does the Office of Education Alcohol and Drug Abuse 

Education Program respond? It must be remembered that  it is a small, developmen

tal program, However, it does take seriously all of the above considerations. 

Through its network of five t rainin g resource centers, interdisci plinary  school teams 

are trained to develop and implement prevention programs in thei r individual 

schools. They are also trained to monitor the introduction and patte rns of use of 

specific drugs in the ir communities and to have plans and mechanisms in place to 

respond to new developments as they are identified. A description of the cur ren t 

response of the system to the curre nt increase in PCP use will illustrate .

The rapid increase in the  use of PCP first came to attention in California. The 

California center immediately  started to develop a response. It is reviewing cur ren t 

research and observations of the PCP scene and mate rials  available, such as the  

NIDA pamphlet, those of the Do It Now Foundation, and Leslie Gregg’s PCP 

primer, and is keeping in touch with developments in Governor Brown’s office. It 

has developed a cautious response tha t involves raising the awareness of school 

personnel, alerti ng school nurses to the symptoms of PCP use which are often 

mistaken for the symptoms of barb itura te use, and urging teams to step-up the ir 

monitoring. For schools and communities where PCP use is emerging, they are  

developing a one to one-and-a-half day workshop to be delivered as part  of the ir 

follow-up technical assistance  to teams. These workshops will assist teams to intro

duce appropriate PCP responses into whateve r system the ir particular  school has 

set up and has functioning. These may include rap rooms, pare nt education pro

grams, comprehensive heal th education courses, peer counseling programs or any of 

a variety of innovative and creative mechanisms that  many schools have developed.

The four o ther center s have been responding on an ad  hoc basis to requests from 

individual school teams. For example, a school distric t in Louisiana detected PCP 

use ear ly, in par t because of its proximity to a race track. The trained school team 

was prepared to initi ate and coordinate a community wide response, with discussion 

groups and distribut ion of appropriate materia ls.
Because the five centers are an interdependent network, the research and experi

ence of the  California center will be quickly shared with the  other centers so that  

they can respond immediate ly to developments in the ir own regions.
Within each region the re is a network of several hundred trained teams  that  

provides a ready means of rapid communication. The challenge is to use this 

network cautiously and wisely.
The Office of Educat ion’s small effort is obviously not the answer to the Nation. 

One thousand out of over 16,000 school distric ts is miniscule if PCP use should 

spread widely. Part icipa ting  districts do, however, provide nuclei of trained teams 

scattered across the country tha t can provide assistance to neighboring communi

ties.
The problem facing us at  this moment is to raise awareness without creating  

panic, to put PCP use in the broader context of drug use in general, and, above all,



to do th is without contributing to the  s tatus  of PCP as the “in” risk-taking thing to do for those young people who feel compelled to prove to themselves and to their  peers th at  they are  strong and able to handle risk.

Statement of Peter B. Bensinger, Administrator, Drug Enforcement 
Administration, U.S. Department of Justice

Chairman Hathaway, Chairman Culver, members of the subcommittees, I appreciate this opportunity to appear before this joint hearing  to prese nt to you an overview of the phencyclidine (PCP) abuse situation and the Drug Enforcement Administration’s (DEA) response to this  problem.
The procedures necessary to synthesize PCP and its related  compounds were first reported in 1926. It was not until the  1950’s, however, tha t Parke-Davis, a pharmaceutical company, became interested in this group of compounds and evaluated several of them for thei r therapeu tic utility. Although the product was found to have analgesic and anesthet ic properties, PCP produced unwanted and unpleasant side effects on humans. The development of PCP as a veterinary product continued, however, and was subsequently approved for market ing by the  Food and Drug Administration in 1966. At present, only one company markets this veterinary anesthetic. I would like to emphasize tha t the only sanctioned use of PCP is as an immobilizing agent for animals (sub-human primates) to be administered by or under  the supervision of a veterinar ian.
When phencyclidine first surfaced as a “stree t drug” in 1967, it was usually misrepresented as THC, which is the principal psychoactive ingredient in marihuana, or LSD. By the mid-1970’s though, PCP had, in its own right, become a drug of choice. Within the illicit trade, this  drug is known by many differen t names including: Angel Dust, Killer Weed or KW, PeaCe Pill, Hog, Crystal, TIC and TAC. PCP also masquerades in a variety of forms: it can be found as a powder, tablet, “rock” crystal, in leaf mixtures, and combined with other  drugs. As a result, PCP is administered in a variety of ways. It can be inhaled, injected, ingested, or most commonly, sprinkled on a leaf mix ture  and smoked.
PCP has, at various times, been called a stimulant, a depressant , a hallucinogen, an analgesic, and an anesthetic. There  is no disagreement, though, tha t PCP is a psychoactive drug; tha t is, a mind-altering drug. PCP is capable of inducing a mental state  lasting for days or weeks which is indistinguishable from one of the  most serious forms of mental illness, schizophrenia.
Of course, the effects of PCP will vary depending on the amount taken, the method by which it was administered, and the individual who is taking it. Obviously, not all users of phencyclidine have the same reactions with the  same intensity. Some PCP users may become violent and aggressive, while others may become silent and withdrawn. Aside from this  well-publicized ability to spark behavioral aberrat ions, PCP is capable of inducing comas lasting from several days to several 

weeks. The simple documented fact is tha t a massive overdose of PCP can kill. Many PCP users have also died from accidents caused by the strange behavior this  drug produces in them.
The Drug Abuse Warning Network, better known as DAWN, is a system initiated by DEA and co-funded with the National Insti tute on Drug Abuse (NIDA), to gather information relative to drug abuse nationwide. DAWN monitors emergency room and medical examiner statistics in 24 key metropolitan areas across the country. The total number of PCP mentions  increased from 795 reported incidents in 1975 to 3,069 during  1977; an increase of 286 per cent. PCP-related deaths, as recorded by 

the DAWN medical examiners, rose from 22 reported incidents in 1975 to 35 incidents two years later; an increase of 60 per cent. PCP was involved in all but 
one of the 36 deaths attr ibuted to hallucinogenic abuse in 1977. The data as recorded by DAWN indicates that  this product is a primary  substance of abuse.NIDA estimates  tha t over seven million people in the United States have used PCP. Use of this drug appears to be evenly divided between males and females.In a NIDA survey, when young PCP abusers were asked to name the source of thei r PCP, almost two out of three responded tha t the ir primary source was “a friend.” Dealers supplied the drug in most other cases. All the  available data indicates tha t theft and diversion of the licit PCP veterinary supplies is negligible. Virtually , the entire  illicit supply is manufactured in clandest ine laboratories. Phencyclidine can be synthesized relatively easily. This process is not particularly difficult and can be done by individuals who have only modest technical training. These laboratory operations vary in size and scope from a small quan tity of chemicals and a few pieces of glassware in the possession of two juveniles, to a large facility with the production capabilities of a commercial scale which include barrels
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of chemicals, sophisticated indu stria l equipment and major distribu tion networks. 
Although there  is considerable diversity among the  clandest ine labs, most tha t we 
in DEA encounter have several elements in common:

(1) Rudimentary Equipment an d Facilities.—The workplace typically consists of a 
kitchen, bathroom, or basement in a residential dwelling, although we have encoun
tered operations housed in indu stria l buildings. The equipment normally consists of 
a reaction vessel—frequently a tras hcan—stirre rs, ovens, vacuum filtering equip
ment, kitchen utensils and a few i tems of glassware. Little or no safety equipment 

exists.
(2) Smal l Size of Operation.—Typically, the scale of th e operation is on the order 

of a few pounds per batch.
(3) Lack of Cleanliness.—The operations employ no quality control and are thus 

usually dirty. Furtherm ore, the mat erial  they produce is usually not purified to any 
extent so tha t reaction by-products and intermed iates are usually incorporated into 

the final product.
Of course, the size and production capability of the operations vary greatly, but 

the following example will illustra te how a small investme nt in a lab can yield 

enormous profit.
One kilogram (2.2 pounds) of phencyclidine can be produced with a total outlay of 

$500 to $1,500. Of th is amount, $80 to $150 is required for consumable chemicals. 
The balance is for equipment which is reusable. At PCP’s wholesale price of $700 an 
ounce, the operator can expect a  $24,000 retur n on his investm ent of $500 to $1,500.

DEA has been aware of the problems relating  to the manufacture,  distribution, 
and subsequent abuse of phencyclidine for several years. The ever-increasing 
number  of clandestine lab seizures and related arre sts indicated to us tha t PCP 
abuse was on the rise. It was apparen t to us tha t, although the mechanisms 
necessary to conduct thorough PCP investigations existed and were, in fact, being 
employed, increased atten tion  to the  PCP problem was necessary. Consequently, in 
August 1977, I directed the agency to include PCP among the  dangerous drugs 
receiving priority attent ion and also directed tha t approp riate measures be taken to 

reschedule PCP.
A clandestine laboratory conference was held at DEA head quarters in September 

1977 to discuss the problems encountered in investigating clandestine labs and 
methods available for improving operations. One such operation, which had been 
conducted for several years by DEA and its predecessor agencies, is the Precursor 
Liaison Program. An immediate precursor  is a final chemical interm ediary  used in 
the manufacture of a controlled substance. The careful monitoring of unusual or 
suspicious orders for these chemicals and related equipment  is an impor tant investi
gative tool for DEA Special Agents. This program is based on liaison with and 
voluntary cooperation by the  chemical industry. DEA field coordinators establish 
contact with the firms and identify to them the chemicals in which we are intere st
ed. The firm is requested to give added scrutin y to purchases  of the identified 
chemicals and to notify the local DEA office in the event of an unusual  order. As a 
resul t of this clandestine lab conference, specific agents in each field office were 
assigned the responsibility for the  Precursor Liaison Program, and the precursors 

for PCP were made a high priority.
The Head quar ter’s Office of Intelligence  has responded by coordinating the devel

opment of a comprehensive list of PCP violators and chemical precurso r manufac
turers. This past spring, the DEA Office of Trainin g implemented an updated 
program on clandestine laboratories for the  Advanced Agents Training School. This 
program is in addition to the  continuing train ing at the  State/ local train ing schools 
offered both at headquarters  a nd across th e country.

The expansion of our PCP program has enabled DEA to bette r fulfill its drug law 
enforcement responsibilities as described in the Controlled Substances Act of 1970. 
From an enforcement viewpoint, the  results of th e stepped-up program are encour
aging. Several significant points worth  noting are:

1. The number of PCP laboratory seizures durin g 1977 was 32 percent higher than  
the combined totals of the previous two years.

2. The number of dosage units  removed in conjunction with the  laboratory sei
zures was 209 percent higher.

3. Total DEA and DEA Task Force removals during 1977 nearly equaled the 

combined total  of the two previous years.
4. Total DEA and DEA Task Force arres ts for PCP were 60 percent above arres ts 

reported for 1975 and 39 percent above those reported in 1976. Simply, the  numbers 
of individuals arrested for PCP has nearly  doubled.

At the  same time that  the DEA operational elements  were giving the PCP 
program added attention, DEA also moved to more tightly control the manufactur-



ing and  traf fick ing of th is drug by reschedulin g PCP from Schedule III to Schedule II of the  C ontrolled Substances  Act. According to this  law, DEA could not place PCP in Schedule  I because th at  Schedule is reserved for drug s and subs tanc es without curre ntly accepted medical use in tre atmen t in this  coun try; and PCP does have a legitim ate  use in veterin ary  medicine. This  rescheduling was effective  on February  24, 1978. With  PCP on Schedule II, DEA has more control of the storage and dis trib ution of PCP thro ugh  tig hter  securi ty and inventory regulat ions . Significantly, at  lea st 40 Sta te schedules will follow the  Federal Government’s rescheduling lead. The  reschedul ing of PCP will serve as a signal to judges, prosecutors and juries th at  P CP is a drug  of considerable danger and high abuse  poten tial.
Following the  control of PCP in Schedule  II, imm edia te steps  were tak en to thwar t fu rth er  cland estine manufacturing.  On May 17, 1978, two of the  immediate precursors of PCP, phenylcyclohexylamine and PCC (piperid inocyclohexane-carboni- trile), were placed in Schedule II of the Controll ed Substances Act. This  is the  first time th at  DEA moved to control an  imm edia te precu rsor. These  precursors would genera lly be found only in illici t labo rato ries , since either  is a step  in the  manufactur e of PCP from raw ma teri al to finished  product.  In the  past, the  clan des tine  lab ope rato rs synthesized the  ma nufac ture of PCP to a poin t just shor t of the actual drug, thus  avoiding legal grounds for prosecution  for producing PCP. After making cer tain th at  they were not  under  surv eillance, the  chem ists would the n complete their  work. Control of these substan ces  now allows enforcem ent actio n against ope rato rs prior to the ir obta ining the fina l “marketa ble ” p roduct,  PCP.
The Drug Enforcement Ad minis trat ion  supp orts  the  type  of  legislation th at  would increase  the crim inal penalty  for th e unautho rized manufactu re, dist ribu tion , or possession with  intent to dis trib ute  PCP. We also encou rage imp lem entatio n of legislation th at  would impose upon pur cha ser s of essentia l chemicals (such as piperidine) the require ment of provid ing pro per  identification, and th at  would impose upon sell ers of precursors  the  req uirem ent  of ma intain ing  records for reporting  purposes .
DEA believes that  legisla tion inco rporati ng these measures will have a decided impact on the  PCP abuse situa tion .
The provisions for piperidine report ing  would be an impor tan t single step  in the prevention of the manufacture  of PCP. The casual producer  who can  now purchase essentia l “st ar te r” chemica ls from chemical supply houses without scrutin y as to the  appropr iate nes s of the  t ran sac tion will, to a large  extent, be deter red . We are,  of course, cognizant of the incre ased bur den s th at  accompany the  imp lem entatio n of a comprehensive reporting  system;  bu t DEA believes th at  provisions could be made that  would offset that  charge,  such as exempt ing reporting of sales  d eter min ed to be legitim ate  and recurring.
A report ing  system would provide an  audit  mechanism,  much like the  Precursor Liaison Program I mentioned earlie r, th at  would assi st in the  inve stigatio n of PCP cases. In 1977, inform ation  obta ined  thr ough  the  Pre sursor  Liaison Program  was responsible  for the  development of app rox ima tely  one-third  of the  cases where an illici t labora tory was seized.
The Drug Enforcement Ad min istratio n believes th at  legis lation providing for increased crim inal  pena lties  for the una uthoriz ed ma nufacture  or dist ribution  of PCP would be beneficial to the  enforcement of the  Controll ed Substan ces  Act. PCP is a non-narcotic in Schedule II, and  as  such, the  maximum  sen tenc e is five years imp riso nment as well as a fine. Preli mi nary d ata  indic ate th at  a  signi ficant number of PCP viola tors  are being released upon  conviction with  suspended sentences and probation . And, in fact, the  average length  of Federal  prison sentences imposed in 1977, decreased subs tantial ly in PCP cases from the  previous  year. In 1976, the average  length  of F edera l prison sen tenc es for a PCP defe ndan t was 35.3 months; the  following year the  average  length  was only 24.9 months.  I believe tha t the sentenc ing struc tur e for PCP violators should reflect the  emphasis  we are placing on the PCP abuse problem. The rec ent amendm ents made by the  Senate during thei r cons ideration of S. 1437 concern ing PCP exempli fy the  seriousness of PCP abuse.
I look forward to working with  th e Congress on the  developme nt of legislation direc ted toward the PCP problem.  I would like to than k Cha irman Hathaw ay and Chairman Culver for the ir interest  a nd  suppor t in deal ing with thi s signi ficant drug problem.
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Statement of Robert S. Elsberg, Special Agent, Department of J ustice, 
State of California

In October, 1974, the re were a number of illicit drug manufacturing labora tories 
in the State of California  and there  was little, if any, knowledge as to who was 
selling or purchasing the  chemical precursors which were vital to the manufac ture 
of the illicit drugs. The California Department of Just ice formed a committee, held 
hearings, and invited the  public and individual chemical companies to atten d the  
hearings to give input into the concept of having a chemical precursor repor ting 
system to identify those individuals who purchase these vital chemicals. The identi 
fication of these individuals, an investigative lead, could assist in the  apprehension 
of illicit laboratories. The reporting system was approved by those tha t participated 
and was then forwarded to the legislature who enacted the chemical repor ting 
system into law in 1976.

The reporting system is contained in the Uniform Controlled Substances Act 
which is in division 10 of the Health and Safety Code. California’s laws relating to 
restricted  controlled substances  (narcotics and restric ted dangerous drugs) a re con
tained in this act.

The section referr ing to reporting of chemical precursors is contained within the  
section of regulation and control of licit sources of distr ibution.

This section indicates that  any manufacturer , wholesaler, retailer, or other person 
who sells, transfers,  or otherwise furnishes any of nine designated chemical precur
sors must submit a report of such transaction to the Depar tment of Justic e within 
seventy-two hours; however, the Department of Justice  may authorize  the submis
sion of such reports on a  monthly basis with respect to repeated regula r transaction 
between the furnisher and recipient involving the same substance if the Depart
ment of Justice determ ines a regular pat tern  of supply exists and the recipient has 
established a  record of such substance for lawful purposes.

The Department of Just ice can add or delete a chemical precursor to or from the 
list in an emergency situation; however, its effect is terminated on March 1 of the 
year following the calen dar year during which the regulation  is adopted when the  
legislature  reconvenes and then they may enact it into law.

The State Departmen t of Justice provides a common reporting form which con
tains  at least the  name of the substance, the quantity  of the substance sold, 
transfe rred, or furnished, the date, the name and address of the persons buyer or 
receiver, and the name and address of the seller.

When the report is received at the headquarters office of th e California Depa rt
ment of Justice, it is duplicated, the original is filed, and the duplicate immediate ly 
sent to the area  office located in the region where the t ransaction  occurred.

An agent in the regional office reviews the report and checks th e background of 
the purchaser for prior drug violations. The purchase  of phenyl-2-propanone, be
cause of its limited legitimate use, and its common usage to manufacture metham
phetamine, is closely checked. A report showing certain chemical precursor combi
nations would immediate ly raise suspicion, as would a nonexisten t address for the 
purchaser.

The majority of the chemical companies are very cooperative with law enforce
ment. An agent genera lly will contact a cooperative chemical company on a ques
tionable report to verify the  information on the form and arran ge to be contacted if 
the purchaser retu rns  for a subsequent order. This enables the department to 
conduct a surveillance of the purchaser in order to learn  his activities, associates, 
method of operation, and laboratory location.

During this course of investigation, probable cause can be established for a search 
war rant  for the site; however, timing in service of a search war rant in this manner 
is generally hit-and-miss as to seizing the finished product. Frequently, the  agen t 
finds only star ting  material s or chemical combinations in an intermediary level.

In 1977, the California Legislature enacted a law that  made the possession of 
certain chemical phencyclidine precursors or a combination product of specified 
precursors with inte nt to manufac ture phencyclidine a crime, punishable as a 
felony. This law assisted law enforcement in those situations where an entry to a 
laboratory site was made before or after the manufactur ing process was completed. 
How effective is the California reporting system?

The system is an  investigation tool. It notifies law enforcement of the identity of 
the purchaser and assists as previously indicated. Failu re of the  furnisher to notify 
the California Departmen t of Justice of th e transaction is a misdemeanor punish
able by a fine of $30-$500, imprisonment for not less tha n 15 days nor more tha n 
180 days.

Some chemical companies will take  advantage  of the fact that  the product will be 
used to m anufac ture an illicit drug such as PCP. The chemical company inflates the
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retail price to the customer ten times and either fails to notify the  State of the 
transact ion or falsifies the  report. The seller realizes th at asking for proper identifi
cation from the purchaser or making him sign for the chemical may resul t in a  no
sale.

Examples: In California, an undercover officer purchased one pint  of phenyl-2- 
propanone from a wholesale drug company for over $700. The average retail  value is 
$70.

The undercover officer purchased one-half gallon of methylamine for $250.00. The 
retail value is $17.50.

The total  average value of these chemicals is approximately  $100. The chemical 
company received almost $1,000 and the  chemicals will make one pound of metham
phetamine with a conservative value of $16,000. With $700 in star ting materials, 
one could produce thirty-five pounds of phencyclidine at  $6,000 a pound, realizing 
about $200,000.

A suspect purchased one pint of phenyl-2-propanone, a $70 item, a few months 
ago for $1,000 and was followed by the California Department of Justice to an 
apar tment where she was apprehended in the process of manufac turing  one pound 
of methamphe tamine.  Only a purchaser  with illicit intentions would pay such an 
exorbitant price, and a chemical company could not survive charging prices which 
are ten times the going rate for legitima te purposes.

Purchasers, knowing tha t the purchase will be reported to the  Department of 
Justice frequently use false identification  to conceal th eir  identity due to the illegal 
nature  of th eir activity.

The California Department  of Just ice supports the following suggested amend
ments to current pending PCP legislation which would improve the  California 
reporting  system:

No person shall make a  false stat eme nt in any report or record required by this  
chapter. (Pertains to the reporting system.) Any person violating any of the provi
sions of this section is guilty of a felony/misdemeanor.

Any manufacturer , wholesaler, reta iler , or other person who sells, transfers, or 
otherwise furnishes any of the substances  listed in section 11100 with knowledge 
that  the recipient will use the substance to illegally manufacture a controlled 
substance is guilty of a felony.

Any person convicted of violating section 11379 of the  Health  and Safety Code by 
manufacturing phencyclidine or convicted of violating subdivision (b) of section 
11383 of the  Health and Safety Code by possessing both piperidine and cyclohexan
one at  the same time with inten t to manufacture phencyclidine would be sentenced 
to mandatory State prison for 4, 5, or 6 years.

The present penalty does not appe ar to be a dete rren t to the  crime. In Los 
Angeles County, this year, 10 phencyclidine laboratories were seized just within an 
8-week period. Presently, the risk of manufacture is a gamble where one can get 
probation, minimum county jail up to 1 year, or State  imprisonment, and realize a 
profit of $200,000 with a $700 investment. This gamble to many vio lators is definite
ly worth tha t risk as verified by the  number of PCP laboratories seized this year 
and the amount of PCP available.

Very few incidents of phencyclidine analog abuse have been documented in Cali
fornia. DOJ contacted many crime labs who indicated tha t they did not screen for 
PCP analogs and did not even have analog s tandards. Some crime labs detected PCP 
analogs and concluded “negative for controlled substances” with no documentation 
as to the particular  analog.



Additional Stateme nts  and Material  Submitted  for the  Record

Congress of the United States,
House of Representatives, 
Washington, D.C., Ju ly 14, 1978.

Hon. John C. Culver,
Chairman, Senate Subcommittee on Juvenile Delinquency,
Washington, D.C.

Dear Senator Culver: As a  member of the House Select Committee on Narcotics 
Abuse and Control, I am concerned tha t Phencyclidine (PCP) abuse has reached a 
drug crisis for this Nation and tha t so many of our teenagers are resorting to this  
hallucinatory drug to escape from their  problems.

Unfortunately, pressing legislative mat ters prevented me from presenting my 
thoughts to the join t hear ing tha t you and the distinguished Chairman of the  
Senate Subcommittee on Alcoholism and Drug Abuse (Senator Hathaway) recent ly 
conducted. I have, however, enclosed a statement , including a legislative proposal 
(H.R. 11727), that  might interest you and your colleagues and which I request be 
inserted in the  record of the joint hearing.

Briefly, my approach  to attacking the PCP problem would be (1) to place Phency
clidine into Schedule I of the Controlled Substances Act and (2) to establish within  
section 401(bXlXB) of tha t Act, which governs penaltie s for nonnarcotic Schedule I 
and Schedule II drugs, certain mandatory minimum prison sentences for those who 
unlawfully manufac ture, dispense or distribute PCP or any of its analogues, deriva
tives or variants.

I welcome your thoughts and support on this proposal, and I commend you and 
your colleagues for holding jo int hearings on this vi tally important  subject.

With best wishes.
Sincerely, Benjamin A. Gilman,

Member of  Congress.
Enclosure.
P.S.—To date, 57 members of the  House have cosponsored H.R. 11727, including 

17 members of the House Select Committee on Narcotics Abuse and Control.
Prepared Statement of Representative Benjamin A. Gilman, 26th District, 

New York on Phencyclidine (PCP)
Mr. Chairman, I commend you and the distinguished members of the Senate 

Subcommittee on Alcoholism and Drug Abuse and the  Senate Subcommittee on 
Juveni le Deliquency for holding these jo int hearings on Phencyclidine (PCP), to date 
the most dangerous hallucinatory drug on the market and one tha t has supplanted 
the mind-crippling LSD tha t was so popular among our teenagers  during the  mid- 
1960’s and early 1970’s.

The devastating and debilitating effects produced by PCP intoxification—delu
sions of grandeur and persecution, superhuman strength, irrational, violent and 
unpredictable  psychotic behavior capable of masking symptoms of schizophrenia— 
are well documented; the  extensive usage of this horror drug by an estimated 7 
million individuals, mostly between ages 12 and 25, are well-known; and the ease by 
which this drug and its more than  30 derivatives can be manufactured by anyone 
with an elementary knowledge of chimistry from readily available, inexpensive, 
over-the-counter chemicals is well-established. Law enforcement authorities  have 
attributed hundreds of murders, suicides, accidental death s and bizarre self-inflicted 
injuries to PCP intoxification. Profits from the sale of this pernicious drug are 
enormous. An investment of $100 can produce PCP worth a stree t value of about 
$100,000.

The sa lient questions is: what  a re we as legislators going to do to t ry to s tem this 
drug crisis tha t has reached eipdemic proportions among teenagers  who are  the 
primary users of PCP?

As a member of the  House Select Committee on Narcotics Abuse and Control, I 
have given considerable thought about how to attack the  PCP problem. I do not 
claim t hat  my proposal is a panacea tha t will dry up the demand for this halluc ina
tory drug, but I do believe tha t it is a star ting  point * * * a step in the righ t 
direction, which I would l ike to share with this distinguished  panel and hope that
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you would favorably consider this proposal when you consider S. 2778, the PCP 
Criminal Laws and Procedures Act of 1978, a measure that  I would support.

On March 22nd, 1978, I introduced  H.R. 11727, which, to date, has been cospon
sored by 57 of my colleagues. My proposal is twofold: it (1) would place Phencycli
dine into Schedule I of the Controlled Substances Act and (2) would establish within 
section 401(bXlXB) of th at  act, which governs penalties for nonnarcotic schedule I 
and schedule II drugs, certain mandato ry minimum prison sentences for those who 
unlawfully manufacture, dispense or dis tribute PCP or any of its analogues, deriva- «
tives or variants.

As you know, Mr. Chairman, PCP is a nonnarcotic, synthe tic drug. The criter ia 
for placing a drug into Schedule I of the Controlled Substances Act are threefold: 
first, the drug must have “a high potential for abuse”; second, the drug must not 
have “a currently  accepted medical use in trea tment in the  United States”; and *
third , “there is a lack of accepted safety for use of the drug or other substance 
under medical supervision.”

PCP meets all  three  crit eria  for being classified as a Schedule I drug. The record 
is clear with regard to the abuse and danger tha t this hallucinatory, psychoses- 
schizophrenia inducing drug presents to the user and to those around him, and 
because of these dangers, PCP has not been medically approved for trea tment in 
humans with assurances that  the  patient,  under  medical supervision, would be safe 
from the post-operative effects of this dangerous drug. The drug continues to be 
medically approved only for veterinarian use as an animal tranquilizer.

Unlike heroin, a narcotic, addictive-causing pain killer, some thought  has been 
given as to whether this drug should be used for terminally inoperative cancer 
patients, thereby minimizing the  pain and suffering for these patients. But PCP 
does not possess this redeeming quality. It is a dreadful drug and accordingly, 
should receive the most stringent warning and control available under the  Con
trolled Substances Act.

Under  the leadership of the distinguished Senator  from Illinois (Senator Percy), 
the Senate unanimously adopted his amendment to place PCP as a Schedule I drug 
in S. 1437, the Federal Criminal Code, which passed the Senate  on January 30th,
1978, and to increase the criminal penalties for trafficking and manufacturing this 
pernicious drug. Rather than increase  discretionary criminal penalties for manufac
turing and trafficking of PCP, my preference is to provide stiff  mandatory prison 
sentences for manufacturing and trafficking of this drug, thereby minimizing cer 
tain aspects of judicial sentencing discretion to require, upon conviction of violating 
my proposal, a specified mandatory prison sentence.

With regard to the second aspect of my measure—the unlawful manufacture, 
distribut ion or dispensing of PCP—anyone convicted of violating this proposed legis
lation would be subject to a  m andatory minimum sentence of 3 years in prison with 
no parole eligibility. A convicted felon, regardless of whether the first conviction 
was drug-related, who subsequently  is convicted of violating this measure, as a two- 
time offender, would be subject to a mandatory  minimum sentence of not less than 
7 years in prison with parole eligibility after  serving a prison sentence of 5 years.

With regard to an individual who unlawfully distributes or dispenses PCP or any 
of its derivatives to a person under 21 years of age, the convicted violator would be 
subject to a mandatory minimum sentence of 8 years in prison with no eligibility for 
parole. An individual convicted of a felony, regardless of whether the prior convic
tion is drug-related, would be subject, as a two-time offender, to an imprisonment of 
not less than  11 years with parole eligibility after  serving a prison sentence of 9 
years.

Any sentence imposed under my proposal would not be suspended and probation 
would not be granted. A sentence of imprisonment  and a term of parole ineligibility 
imposed on the convicted violator would run consecutively to any other sentence 
imposed on the individual. <

A court of competent jur isdiction would, however, have discretion and flexibility 
to reduce the term of parole ineligibility or imprisonment, to provide a term of 
imprisonment with no parole ineligibility, to place the violator on probation, or to 
suspend the sentence if the co urt found th at (1) the individual’s mental capacity was 
significantly impaired, (2) the individual was under unusua l duress, (3) the individu- «
al was an accomplice whose partic ipation in the prohibited offense was relatively 
minor, or (4) if the court found that  after the arres t, the individual supplied law 
enforcement officials with information useful in the apprehension of anyone who 
violated th is proposed measure.

Mr. Chairman, transferring  PCP from Schedule II, where it is currently located, 
to Schedule I without providing stiff, mandatory minimum prison sentences for its 
unlawful manufacture or distribution would amount  to cosmetic legislation, since
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the penalty  for violating section 401(bXlXB) of the  Controlled Substances Act in
cludes, among other penalties, a sentence of not more than 5 years in prison, which, 
in my view, is not sufficiently stringent , considering the devastating mind-crippling 
effects that  PCP can cause to its user. Commenting on the relatively lenient Federal 
and State  penalties for the  unlawful manufac ture and distribution of PCP and 
several Maryland proposals to increase  its penalties, The Washington Post in an 
editorial entitled, “PCP: Infernal  ‘Angel Dust ” (Feb. 27, 1978) stated:

“We suspect tha t as the terri fying  effects of PCP become better known, more 
States will want to consider the think ing behind the Maryland proposals: That  is, 
tha t given the ease with which PCP can be illegally produced and the profits tha t 
can be realized from its sale, it ’s important now to up the stakes for those who are 
eithe r now in or considering this  illegal line of work.”

Mr. Chairman, PCP is a deadly drug. It is an hallucinogenic king cobra. Consider
ing the inherent dangers associated with this substance, it puzzles me why so many 
of our teenagers escape into this pernicious drug. In my view, one way to attack  the 
PCP problem would be to provide maximum warnings to the public regarding the 
dangers of PCP intoxification and to provide stiff, mandatory prison sentences to 
those who manufacture  or traffic in this substance.

Although a companion bill to H.R. 11727 has not been introduced in the Senate, I 
would welcome the thoughts and support of the members of the distinguished 
Senate Subcommittees on Alcoholism and Drug Abuse and on Juvenile Delinquency. 
It is not too late to introduce in this  session of the Congress a Senate version of H.R. 
11727 or to amend a germane Senate legislative proposal tha t would include provi
sions of H.R. 11727.

Again, Mr. Chairman, I commend you and your colleagues for holding these  joint 
hearings on this vitally important subject and I thank you for affording me this 
opportun ity to present  my views to this distinguished panel.
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95tii  CONGRESS 
2d Session H. R. 11727

IN  THE HOUSE OF RE PR ES EN TA TIVE S 

M arch 22,1 978
Mr. G ilman (for  himself, Mr. Beard of Tennessee, Mr. Biagoi, Mr. Burke of 

h lorida, Mr. de la Garza, Mr. Guyer, Mr. Murphy of  Illinois, Mr. Neal, 
Mr. Railsback, Mr. Rangel, Mr. Rodino, Mr. Skubitz, Mr. Wolff, and 
Mr. Zeferetti) introduced the following bill;  which was refer red to the 
Committee on Inters tate and Foreign  Commerce

A BILL
To place phencyclidine in schedule I  of the Controlled Sub

stances Act, to amend the Controlled Substances Act to 
increase the criminal penalties under that Act for the un
lawful manufacture, distribution, or dispensing of, or the 
possession with intent to distribute or dispense, phen
cyclidine and to increase the penalties under tha t Act for 
illegal distribution of phencyclidine to persons under twenty- 
one years of age, and for other purposes.

1 Be it enacted by the Senate and House of Bepresenta-

2 tives of the Uni ted State s of America in Congress assembled,

3 That  section 202 of the Controlled Substances Act (21

4 U.S.C. 812) is amended—
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(1) by repeal ing “ (7) Phencyclidine.” in schedule

11 1( b) ;

(2) by deleting the numbers “ (8 )” , “ (9 )”, and

“ (10) ” in schedule I I I  (b) and inserting in lieu thereof 

the numbers “ (7) ”, “ (8) ”, and “  (9) ” ; and

(3) by adding  “ (18) Phencyclidine.” at the end 

of schedule I  (c ).

Sec . 2. Section 401 (b) of the Controlled Substances 

Act (21 U.S.C. 841 (b) ) is amended by inserting after 

“such person shall” in the first sentence of parag raph (1) 

(B) the following: “, except as provided in paragraphs (4) 

and (5) of this subsection,” , and (2) by adding after para

graph (4) the following new pa rag rap h:

“ (5) (A)  Except as provided in subparagraph (B ),  in 

the case of a violation involving phencyclidine or any ana

logue, derivative, or variant of phencyclidine that  is in a 

schedule under this title, such person shall be sentenced to 

a term of imprisonment of not less than 3 years. In  imposing 

a sentence of imprisonment under this subparagraph a court 

shall, notwi thstanding section 4205 of title 18, United 

States Code, designate in such sentence a minimum term of 

3 years which must be served before the person subject to 

such sentence would become eligible for parole.

“ (B) If any  person commits a violation of subsection 

(a) with respec t to phencyclidine or any analogue, deriva-

33-3OO 0 - 7 8 - 9
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live, or varian t of phencyclidine tha t is in a schedule under 

this title after one or more prior convictions for an offense 

punishable under this parag raph or for any other felony 

under any other provision of law, such person shall he sen

tenced to a term of imprisonment of not less than 7 years. 

In imposing a sentence of imprisonment under this subpara

graph a court shall, notwithstanding  section 4205 of title 18, 

United States Code, designate in such sentence a minimum 

term of 5 years which must be served before the person 

subject to such sentence would become eligible for parole.

“ (C) In  the case of any sentence imposed under sub- 

paragraph (A)  or (B ),  imposition or execution of such 

sentence shall not be suspended and probation shall not he 

granted. A term of imprisonment imposed on a person under 

subparagraph (A) or (B) shall run consecutively to any 

other term of imprisonment imposed on such person, and a 

term of parole ineligibility imposed on a person under sub- 

paragraph (A)  or (B) shall run consecutively to any other 

term of parole ineligibility imposed on such person.

“ (D) Notwithstanding  the provisions of subparagraph 

(A) or (B ),  the court may sentence any person who 

violated section 40 1( a)  (1) by manufacturing, distributing, 

or dispensing phencyclidine or any of its analogues, deriva

tives or variants to a shorter term of parole ineligibility or 

imprisonment than  required under subpa ragraph (A) or

*
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(B ),  to a term of imprisonment with no term of parole 

ineligibility, or to probation , or may suspend imposition or 

execution of the sentence, if the courts finds that,  at the 

time of the violation—

“ (1) such person’s mental capacity  was signifi

cantly impaired, although not so impaired as to con

stitute a defense to prosecution,

“ (2 ) such person was under unusual and substantial 

duress, although not such duress as would constitute a 

defense to prosecution, or

“ (3) such person was an accomplice, the conduct 

constituting the offense was principally the conduct of 

another person, and such person’s participation was 

relatively  minor,

or if the court finds that  after the arres t of such person such 

person supplied law enforcement officials with information 

useful in the apprehens ion of any other person who violated 

this title .”.

Sec. 3. Section 405 of the Controlled Substances Act 

(21 U.S.C. 845)  is amended—

(1) in subsections (a) and (b) by striking  out 

“at least eighteen years of age”  wherever  it appears 

in such subsections ; and

(2) by adding at the end of such section the fol

lowing new subsec tion:
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“ (c) (1) Except  as provided in paragraph (2 ),  the 

court, in setting  the sentence under section 401 (b) (1) (B) 

of any person who violated section 401 (a) (1) by distrib

uting or dispensing phencyclidine or any analogue, deriva

tive, or varian t of phencyclidine tha t is in a schedule under 

this title to a person under twenty-one years of age, shall 

not sentence such person to probation or suspend imposition 

or execution of the sentence, or sentence the person pursuant 

to chapter 402 of title 18, United States Code, but shall—

“ (A) except  as provided in subparagraph (B ), 

sentence such person to a term of imprisonment of not 

less than eight years and shall designate a term of 

parole ineligibility of not less than eight yea rs; or

“ (B) sentence  such person to a term of imprison

ment of not less than  eleven years and shall designate 

a term or parole ineligibility of not less than nine years, 

if such person committed such violation after such per

son had been convicted of a felony.

A term of imprisonment imposed on a person under this 

subsection shall  run consecutively to any other term of im

prisonment imposed on such person, and a term of parole 

ineligibility imposed on a person under this subsection shall 

run consecutively to any other term of parole ineligibility 

imposed on such person.

“ (2) Notwithstanding  the provisions of paragraph  (1 ),
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the court may sentence any person who violated section 

40 1(a)  (1) by distributing or dispensing phencyclidine or 

any analogue, derivative, or varian t of phencyclidine that 

is in a schedule under this title to a person under twenty- 

one years of age to a shor ter term of parole ineligibility or 

imprisonment than required under paragraph (1 ),  to a 

term of imprisonment with no term of parole ineligibility, 

or to probation, or may suspend imposition or execution of 

the sentence, if the court finds that,  at the time of the 

violation—

“ (A) such person’s mental capacity was signifi

cantly impaired, although not so impaired as to consti

tute a  defense to prosecution,

“ (B) such person  was under unusual and substan

tial duress, although not such duress as would constitute 

a defense to prosecution, or

“ (C) such person was an accomplice, the conduct 

constituting the offense was principally the conduct of 

another person, and such person’s pa rticipation was rela

tively minor,

or if the court finds th at after  the arres t of such person such 

person supplied law enforcement officials with information 

useful in the apprehension of any other  person who violated 

this t itle.” .
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95tii CONGRESS 
2d Session S. 2778

IN  TH E SE NA TE  OF TH E UN ITED  STATES

March 22 (legislative (lay, February 6),  1978 
Mr. Bentsen introduced the following bill; which was read twice and referred 

to the Committee on the Ju dici ary

A BILL
To provide for increased criminal penalties for the unauthorized 

manufacture or distribution of PC P and to provide for 
piperidine reporting.

1 Be it enacted  by the Sen ate  and  Hou se of Representa-

2 tives o f the Un ited States of Am erica in Congress assembled,

3 That this Act  may he cited as the “P CP  Criminal Laws and

4 Procedures A ct of 1978” .

5 ILLEGAL TRAFFICKING IN PHENCYCLIDINE (PCP)

6 Sec. 2. Notwithstanding any other provision of law,

7 any person who manufactures, distributes, or possesses with

8 intent to manufacture or distribute, except as authorized by

9 chapter 13 of title 21 of the United States Code, phencycli-

10 dine and its salts shall be subject to a penal ty not to exceed A
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ten years imprisonment, a fine of not more than $100,000, or 

both. If any person commits such a violation after one or 

more prior convictions for an offense punishable  under any 

law of the United States  relating to narcotic drugs, mari

huana, or depressant or stimulant substances, such persons 

shall be sentenced to a term of imprisonment of not more 

than twenty years, a fine of not more than $150,000,  or 

both.

Sec. 3. Chapter 13 of title 21 of the United States Code 

is amended by adding the following new subchapter: 

“SU BC HA PT ER  III .—P IP ERID IN E REPORT ING 

“§ 980. Reporting requ irem ent

“ (a) It  shall be unlawful—

“ (1) For  any person to sell or transfer any piperi

dine unless the seller or transferor reports  to the Atto r

ney General not less than monthly or such shorter time 

as the Attorney General promulgates by regulation, the 

name, age, place of residence, notation of identification 

presented, purpose of purchase declared by buyer or 

transferee and such other information, including that 

necessary for establishing positive buyer or transferee 

identification, requested by the Atto rney  General pursu

ant to regulations promulgated under this section.

“ (2) For any person to sell or transfer any piperi

dine unless the buyer or tranferee presents positive per-
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sonal identification pursuant  to regulations promulgated 

by the Attorney General.

“ (3)  For any importer of piperidine to receive such 

sulwtance without report ing such receipt a t least  monthly 

or such shorter  time as the Attorney General promul

gates by regulation, along with other information neces

sary for the enforcement of this section requested by the 

Attorney General pursuant to regulations promulgated 

under this section.

“ (4) For any recipient or purchaser of piperidine 

to knowingly make any false, oral or written statement 

or misrepresentation with respect to information required 

to be reported under this subsection.

“ (b) Every sellor or transferor  of piperidine  shall 

maintain such records as is deemed necessary by the Attor 

ney General to enforce this section.

“ (c) The Atto rney  General may enter during business 

hours the premises of any seller or transferor of piper idine for 

the purpose of inspecting or examining any records or docu

ments required to be kept  by this Act. Upon the request of 

any State or any political subdivision thereof, the Attorney 

General may make available to such State or any political 

subdivision thereof, any information which he m ay obtain by 

reason of the provisions of this Act with respect to identifica

tion of persons within such State or political subdivision

*

23
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thereof who have purchased or received piperidine, together  

with a description of such piperidine.

“ (d) Whenever it shall appear that any person has 

violated any provision of this section, the Atto rney  General 

may bring a civil action for such relief (including injunc

tions) as may be appropriate.

“ (e) Whoever violates any provision of this section 

shall he fined not more than $20,000, or imprisoned not 

more than five years,  or both, and shall become eligible for 

parole as the Board of Parole shall determine.

“§ 981. Other crim inal  violations

“ (a) Mino rs.—It shall he unlawful to sell or transfer 

any piperidine to any person who the seller or transferor 

knows or has reasonable cause to know is less than eighteen 

years of age.

“ (h) Stolen P ipe ridi ne .—It  shall be unlawful for 

any person to transport, receive, conceal, store, barter, sell, 

or dispose of any stolen piperidine, or pledge or accept as 

security for a loan any stolen piperidine.

“ (c) Restrict ed Sale s.—It  shall be unlawful to sell 

or transfer any piperidine to any person if the seller or 

transferor knows or has reasonable cause to believe that such

23 person—

22
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“ (1) is under indictment for, or has been convicted 

in any court of, a crime punishable by imprisonment for 

a term exceeding one year ;

“ (2) is a fugitive from justice;

“ (3)  is an unlawful user of or addicted to any de

pressant or stimulant  drug (as defined in section 201 

(v) of the Federal Food, Drug, and Cosmetic Act) or 

narcotic drug (as defined in section 4731 (a) of the 

Internal Revenue Code of 1954) ; or

“ (4) has been adjudicated as a mental defective or 

has been committed to any mental institution.

“ (2) Misc ell aneous Restrict ion s.—It shall be 

unlawful for any person—

“ (1)  who is under indictment for, or who has been 

convicted in any court of, a crime punishable by im

prisonment for a term exceeding one yea r;

“ (2)  who is a fugitive from justice;

“ (3 ) who is an unlawful user of or addicted to any 

depressant or stimulant drug (as defined in section 201 

(v) of the Federal  Food, Drug, and Cosmetic Act) or 

narcotic drug (as defined in section 4731 (a) of the 

Internal Revenue Code of 1954) ; or

“ (4) who has been adjudicated as a mental de-

*

*

22 4
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fective or who has been committed to any mental in

stitution ;

to purchase, receive import, or manufacture piper idine.

“ (e) Pen al ties .—Whoever violates any provision of

this section shall be fined not more than $20,000,  or im

prisoned not more than  five years, or both, and shall be

come eligible for parole as the Board of Parole  shall deter

mine.” .

DEFINITIONS

Sec. 4. Fo r purposes of this Act—

(1) “P erso n” includes any individual or business 

entity.

(2) “P iper idine” means piperidine  and its salts.

(3) “Phencyclidine” means 1- (1-phenylcyclo- 

liexyl) piperidine and its salts.

(4) “Attorney  General” means the Atto rney  Gen

eral of the United States.

effective

Sec . 5. This Act shall become effective one hundred 

and eighty days after  the date of enactment.

*

w
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Prepared Statement of Hon. Wendell R. Anderson, a U.S. Senator from 
Minnesota

Mr. Chairman, I commend you and the other members of the Subcommittee for 
your attent ion to a continuing problem among children, young people and adults— 
the use of a substance known as phencyclidine, alias PCP, alias “angel dust.”

As you know, Mr. Chairman, drug abuse cannot be dealt with in a vacuum. It is a 
symptom of alienation and social disorganization. W hether it is manifested through 
alcohol, marijuana, PCP or heroin, drug abuse is often par t of the same a ttempt to *
escape. But whatever the motives of the abuser, in many cases, and especially when 
the drug is PCP, he or she can be plunging headlong into a mire of unforeseen 
trouble  and heartache.

We’ve all heard about the most tragic examples of PCP use. The real horrors— 
overdoses, suicides, self-maimings and irrational  violence—have caught our atten- *
tion. But even when its resu lts are less dramatic,  PCP use can destroy lives and 
cripple minds. According to William Schueter, Drug Education Advisor a t the Metro 
Drug Awareness program of the  Minneapolis Health  Department, many chronic 
PCP users complain of impaired concentration, learning and memory disfunctions, 
reduced reaction time, and impaired  sensory d iscrimination and physical coordina
tion, even when not using the  drug. The possibility has also been raised tha t even 
short-term use of PCP may produce long-term behavior changes in individuals.

And despite the increased publicity about the  negative effects of PCP, it’s not 
going away. There has, in fact, been a 50 percent increase in the number of young 
people using the drug in the past  year alone.

I’d like to share with the subcommittee the comments of a Minneapolis couple 
whose daughter was hospitalized for PCP use:

“* * * I hope and pray that  no other parent should have to go through  tha t 
experience. The doctor in  th e emergency room gave her some sort of a shot and said 
that  all she needed was to be calmed down. After we found out (much later) what 
she had taken, I was g reatly  disturbed tha t the doctor did not inform us tha t she 
had taken  some type of drug. After 3 years of being on drugs; one 30-day period of 
trea tmen t; 3 months in a state hospital and 3 more months in a half-way house, we 
once again have a daughter who is now attending college and working towards a 
degree in drug counselling.

The other day, during one of our “talks” she was discussing the different drugs 
and made the remark tha t PCP was the  most harmful drug on the market  at this 
time.

The abuse is bad and the  long-term effects a re not really known, but, from our 
experience, if the  illegal manufacture of this drug could be stopped, by any means, 
then  all the heartache would certainly be worth it. Please—we need legislation 
controlling the manufac ture of PCP.”

Mr. Chairman, I wish to add my strong support  to the Subcommittee’s efforts to 
combat the  use of this dangerous,  and sometimes deadly, substance.

Prepared Statement of Mitchell S. Rosenthal, M.D., President, Phoenix 
House Foundation

Seven months ago, Dr. Robert Dupont of NIDA asked if we at Phoenix House 
knew how much PCP—the drug  commonly call “angel dus t”—was being used in the 
New York City area. We didn ’t know, and we should have known, for Phoenix 
House is the largest residential program for the trea tme nt of drug abuse in the 
nation. It has cared for more than 13 thousand young men and women during the 
past eleven years. At the time Dr. Dupont asked, more than one of every four new 
Phoenix residents had used PCP.

When we surveyed other drug  programs, schools and hospitals in and around the 
city, we were shocked by the extent of PCP use. So was everyone else. We found the 
percentage of PCP-abusers ran  as high as 80 percent in ambulatory programs, and 
between 30 and 40 percent of drug-abusing high school students were using “angel 
dus t’’. City hospitals reported a gradual increase in PCP emergencies during the 
year  and suburban hospitals had ju st seen the  numbers jump  within the proceeding 
several weeks.

Since that  time, reports of PCP admissions to New York hospitals and trea tment 
programs have increased. But this may well reflect the  fact tha t doctors and 
clinicians are now actively looking for signs of “angel dust” abuse.

When we first discovered how widespread the drug had become in New York, we 
were most concerned about proper diagnoses, the danger of inappropriate  tre atment 
in hospital emergency rooms, potentially  fatal physical effects of PCP overdose and
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such extreme psychological reactions as severe hallucina tions, paranoia, suicidal 
depression, stupor and coma.

As we worked with the growing numbe r of residents who have regular ly used the 
drug, we’ve found something far more disturbing about PCP. It is not the occasional 
drama tic aftermath  of a toxic dose tha t makes PCP such a frighten ing drug. More 
terrify ing is the  incidence of bizarre,  dangerous and self-destructive behavior among 
adolescent and other young users who seem never to have experienced what could 
clinically be called an “overdose”.

More fre quent users of PCP recall at least one occasion when they were t ruly out 
of control. Often they did not recall the incident itself—for they have no memory of 
it. But they can never forget the  aftermath. One young man does not remember 

t  how he came to stab his best friend four times. But he did one night  when he was
high on PCP. Many young people te ll of rampages—smashing car windows or store 
windows when they were high. A 13-year-old girl and her friends found themselves 
holding up gas stations and grocery stores. A teenage boy recalls a friend who 
leaped from a building top.

These are some examples of wh at PCP-using Phoenix residents  have experienced. 
You have heard more extreme cases. But what is most significant is the danger 
posed by the frequency of unreasoning rage to almost every kid who buys or tries 
angel dust. The parallel between what we know to be true about PCP and the 
fanciful “horror stories” once told about marijuana is tru ly ironic.

It is not by chance tha t most PCP is consumed with marijuana. It is not an 
accident that  the drug is widely abused by adolescents. Indeed, PCP and the threat  
it poses to school age youngsters is a tragic, but not illogical, consequence of public 
policies and attitud es about the use of psychoactive drugs.

For the illicit drug wholesaler, PCP is an ideal commodity. It is cheap. It is 
synthetic. It can be produced by a minimally competent chemist using modest 
equipment in a basement laboratory.  It requires no long or elabora te supply routes. 
Unlike such natu ral psychoactives as opium and its derivatives, cocaine, marijuana, 
mescaline, the supply of PCP is not threatened by the actions of foreign govern
ments, more vigilance on the border or interdiction by the DEA. It can be turned 
out ju st down the block.

And ther e is a market down the block, an adolescent marke t. It is made up of 
kids who come of age during the  period when public perceptions about drug abuse 
have changed—when thes e changes are reflected in public policy.

Wheth er we like it or not, whether  we agree with it or not, the  “social” use of 
ostensibly soft drugs has gained wide acceptance during the past decade. The 
decriminalization of marijuana  by state  legislatures reflects this reality. And it is 
pointless, I believe, to debate the  merits of the situat ion th at  now exists and is 
unlikely to change.

It is, however, foolish to ignore the inevitable consequences of th is situation  and 
fail to deal with them realistically and responsibly. The chief consequence is the 
increase  in drug abuse among adolescents, a phenomenon that  has gone nearly 
unnoticed in the absence of any alarm s from parents , educators  or public officials. 
With the appearance  of PCP—with evidence of a clear and present danger to young 
Americans—fear and concern about  the widespread misuse of psychoactive drugs 
has mounted sharply.

I do not believe it is u ltimat ely useful to consider ways of controlling this particu
lar substance—not when the mechanism of enforcement has failed to control far 
more vulnerable  lines of supply, not when other, newer synthet ics are inevitable. I 
do not believe it is now possible to change radically our more t oler ant attitudes and 

policies.
But I do believe it is not only possible but necessary to provide th e means to deal, 

through intervention, with the  needs of adolescent drug abusers. Today, many
*  American children are exercising what they perceive as the right to grow up 

“stoned”. I believe they deserve as equal an opportunity to grow up drug free.
What we cannot provide throu gh control, we can offer through prevention. What 

we cannot prevent, we must be prepared to remedy. The individual drug-abusing 
child deserves every opportunity for treatm ent, for emotional and social rehabilita-

*  tion.
I put  it to you as I see it. The danger PCP and other synthet ics pose to adoles

cents is t he result of public attitudes , policies and practices during the past decade. 
We c annot change them. We can only work to minimize the threa t to th e individual 
child and to repair  the damage when we fail. I believe we owe our young no less 
than that.
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Hon. William D. Hathaway 
Chairman
Subcommittee on Alcoholism &
Drug Abuse

Senate Committee on Human Resources 
4230 Russell, S.O.B.
Washington, D. C. 20510 
Dear Mr . Chairman:

I have been advised that your subcommittee is having joint 
hearings with the Subcommittee on Juvenile Delinquency, 
Senate Committee on the Judiciary, on the problem of 
Phencyclidine, commonly known as PCP.
According to the information provided to me by the Congres
sional Research Service this drug was developed in the late 
1950s, and first marketed in the United States during the 
early 1960s under the trade name Sernyl (Parke, Davis &
Co.) and originally used as an anesthetic agent for humans 
undergoing surgery. After unpleasant side effects were 
observed in some patients, the drug's use was discontinued 
in procedures involving humans, but in 1967 it became com
mercially available "for veterinary use only", under the 
trade name Sernylan.
A report issued in April 1973 by the National Institute of 
Mental Health (National clearing house for Drug Abuse Inform
ation) described the general effects of PCP as follows:

...The effects of phencyclidine upon the central 
nervous system (CNS) differs greatly among animal 
species and with varying dose levels. Whereas hyper
activity is more prominently observed in mice and 
rats, PCP tends to depress the CNS in higher species 
including man. In low doses (the exact effective 
dosage varies depending upon the rout of administra
tion) the drug produces a state resembling alcohol 
intoxication, including muscular incoordination and 
generalized numbness of the extremities. Analgesia 
and anesthesia occur at moderate dose levels charac
terized by sensory disturbances or blockade, muscular

A
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r i g i d i t y  and, p e rh ap s , lo s s  o f  c o n ta c t  w it h  o n e 's  
env ir onm en t.  L ar ge dose s o f  th e  dru g may pro duce  
c o n v u ls io n s .

More r e c e n t ly ,  in  a g e n e ra l l e t t e r  d a te d  De cem ber  1,  19 77 , 
to  dru g tr e a tm e n t pr og ra m  d i r e c to r s  th ro u g h o u t th e  co u n tr y , 
th e  D ir e c to r  o f  th e  N a ti o n a l I n s t i t u t e  on  Drug Abu se ,
Dr . R obert  DuP on t, n o te d :

PCP d i f f e r s  from  o th e r  d ru gs in  t h a t  i t  p ro duces  
ex tr em e, s e v e re , lo n g - la s t in g  b e h a v io ra l t o x i c i t y .
PCP u se  may p o se s a p s y c h ia t r i c  em er ge nc y beca use  
o f m is p e rc e p t io n s , p a ra n o ia , s c h iz o p h re n ia , h o s t i l i t y ,  
c o n fu s io n , an d a te ndency  to w ard s v io le n c e  and 
ex tr em ely  u n p re d ic ta b le  b e h a v io r .

One o f  th e  mos t d i s t r e s s i n g  f a c t s  w it h  t h i s  d ru g i s  i t s  ever 
in c re a s in g  u se  by  th e  ju v e n i le  an d a d u l t  p o p u la ti o n  o f t h i s  
N a ti o n . The U .S . Drug Enf or ce m en t A d m in is tr a ti o n  (DEA) 
r e p o r t s  t h a t  abuse  o f  PCP, a lo n e  o r  in  co m b in a ti o n  w it h  o th e r  
su b s ta n c e s , has r i s e n  d ra m a ti c a l ly  s in c e  19 73 . In  Ju ly -A u g u st 
o f  1973 , PCP a cc o u n te d  fo r  13 p e rc e n t o f  a l l  h a ll u c in o g e n s  
m en ti oned  in  d ru g  em erg en c ie s . By th e  end o f  197 6 i t  was 
n e a r ly  43 p e r c e n t .  L as t y e a r , a t  l e a s t  4 ,0 0 0  u s e r s  o f  th e  
dru g tu rn ed  up  in  h o s p i t a l  em er ge nc y ro om s,  an d i t  was ju dged  
th e  cause  o f  ap p ro x im a te ly  100 d e a th s . A n a t io n a l  su rv ey  on 
dru g ab u se , cond u cte d  fo r  th e  N a ti o n a l I n s t i t u t e  on  Drug Abuse  
in  1977 , showed t h a t  ex p eri en c e  w it h  PCP among th e  12 -1 7 ag e 
gr ou p ha d in c re a s e d  from  3 p e rc e n t in  1976 to  5 .8  p e rc e n t in  
1977  w h il e  th e  r a t e  fo r  18 -2 5 y e a r -o ld s  ro se  from  9 .5  p e rc e n t 
to  13 .9  p e r c e n t .  A ll  to ld ,  F e d e ra l o f f i c i a l s  e s ti m a te  th a t  
n e a r ly  7 m il l io n  p e o p le  ha ve  t r i e d  th e  s u b s ta n c e . On t h i s  
same pr oble m  th e  S e c re ta ry  o f  th e  P u e rt o  R ic o  D ep ar tm en t 
A g a in st  Dru g A d ic ti o n  ad v is ed  me th a t  th e  u se  o f  PCP i s  sp re a d 
in g  in  P u e rt o  R ic o . The y a lr e a d y  know o f  v a r io u s  s e r io u s  c a se s  
in  w hi ch  PCP has bee n th e  main cau se  o f  th e  p ro b le m . On May 
20 , 19 78 , on e o f  th e  m aj or new sp ap er s in  P u e rto  R ic o p u b li sh e d  
th e  new s t h a t  fo u r  m in ors  we re  s e r io u s ly  i n to x ic a te d  w it h  PCP, 
and so f a r  th e  e x te n t  o f  t h e i r  p s i c o s i s  co u ld  n o t be  de te rm in ed  
The y ha ve  bee n c o n s id e re d  th e  f i r s t  v ic ti m s  o f  an  undete rm in ed  
am oun t o f  PCP s to l e n  fro m a Zoo Park  in  May ag uez,  P u e rt o  R ic o .

The C o n g re ss io n a l R ese ar ch  S e rv ic e  a ls o  in fo rm ed me th a t  in  
Decem ber 19 77 , an d in  vi ew  o f  th e s e  d ev elo pm en ts , DEA moved 
to  im po se  f u r t h e r  r e s t r i c t i o n s  on  PCP. Un de r th e  C o n tr o ll e d  
S ubst ance Ac t o f  1970 (CSA), PCP ha d be en  i n i t i a l l y  c l a s s i f i e d  
as a sch ed u le  I I I  su b s ta n c e , th e  t h i r d  m os t r e s t r i c t i v e  o f  th e  
f iv e  c a te g o r ie s  e s ta b l i s h e d  by  th e  l e g i s l a t i o n .  Un der r e g u la 
t io n s  e f f e c t i v e  F eb ru a ry  24 , 19 78 , th e  dru g was t r a n s f e r r e d
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fro m sc hedu le  I I I  o f  th e  CSA to  sch ed u le  I I .  M ore over , DEA 
su b seq u en tl y  p ro pose d  t h a t  two im m ed ia te  p re c u r s o r s  to  PCP 
a ls o  be  ad de d to  sc h e d u le  I I  (43  F .R . 11 58 8,  Marc h 20 , 1978).  
The se  p re c u rs o rs  - -  1 - P ip e r id in o c y c lo h e x a n e - c a r b o n it r i le  and 
1 -P heny lc yc lo hexy la m in e  - -  a re  th e  p r in c ip l e  com pounds use d 
in  th e  m anufa ctu re  o f  PCP.  T his  re sc h e d u li n g  w i l l  be  e f fe c ti v e  
Ju ne  16 , 1978 .

As a sc hedu le  I I  d ru g , PCP i s  now s u b je c t  to  m an u fa c tu ri n g  
q u o ta s , more s t r i n g e n t  s to ra g e  and o th e r  s e c u r i t y  re q u ir e m e n ts , 
an d s p e c ia l  o rd e r  fo rm  re q u ir e m e n ts ; an d p e rs o n s  who m an uf ac 
tu r e ,  d i s t r i b u t e  o r  d is p e n se  th e  dru g a re  s u b je c t  to  more 
r e s t r i c t i v e  s ta n d a rd s  o f  r e g i s t r a t i o n .

The N a ti o n a l I n s t i t u t e  on  Dru g Abu se , fu n c ti o n in g  as a p a r t  
o f  th e  re v ie w  p ro c e ss  in v o lv e d  in  a r e sc h e d u li n g  a c t io n ,  had 
recommen ded  t h a t  PCP be  p la c e d  in  sch ed u le  I , th e re b y  remov ing 
i t  fro m th e  m ar ket a l t o g e th e r  ex cep t fo r  e s p e c i a l l y  ap pr oved  
ex p eri m e n ta l p u rp o se s . Ho we ver, in  vie w  o f  i t s  v a lu e  as  an  
a n e s th e t ic  in  th e  t r e a tm e n t  o f  p r im a te s , th e  Food an d Drug  
A d m in is tr a ti o n  d is a g re e d  w it h  th e  re co m m en da tion  an d ad v is ed  
DEA to  p la c e  th e  d ru g in  sch ed u le  I I .

As you mus t be  aw ar e a numb er o f  Members o f  th e  Ho use  have  
moved to  su p p o rt  th e  NIDA p o s i t io n ,  an d l e g i s l a t i o n  to  move 
PCP to  sch ed u le  I ,  h as bee n in tr o d u c e d . A b i l l  in tr o d u c e d  
May 1, 1978  (H .R . 1 2 448),  by  Rep. Gilm an , o f  w hic h I  am a 
co -s p o n so r,  has  t h i s  p u rp o se . A ls o , th e  c r im in a l  co de  re fo rm  
b i l l  as i t  p ass ed  th e  S en a te  in  Jan u a ry  (S .1 437) c o n ta in s  an  
amendm ent o f f e re d  on  th e  f lo o r  by  S en a to r C h a rl e s  H. Per cy  
to  make th e  same change . In  a f lo o r  s ta te m e n t S e n a to r Per cy  
o b se rv ed  t h a t  h i s  amend me nt has  " th e  f u l l  su p p o rt o f  th e  
J u s t i c e  D ep ar tm en t"  an d a ls o  n o te d  t h a t  - -  "L eg al co u n se l 
in fo rm s me th a t  su ch an  a c t io n  (p la c in g  th e  d ru g in  sc hedu le  
I ) , wo uld  n o t p r o h ib i t  th e  Food and Dru g A d m in is tr a ti o n  fro m 
g ra n ti n g  exem ptions f o r  le g a l  u se s  whe re  n e c e s s a r y ."  (Cong. 
R ec .,  Jan u ary  26 , 19 78 : S .5 4 1 ).

Among S en a to r P e r c y 's  com ments in  su p p o rt  o f  h i s  amendment to  
S. 14 37  was th e  fo ll o w in g :

"Mr. P r e s id e n t ,  on e o f  th e  p r in c ip a l  p u rp o ses  we ca n 
se rv e  i s  n o t o n ly  to  p a ss  l e g i s l a t i o n  b u t a ls o  to  
p ro v id e  th e  k in d  o f  p u b li c  a t t e n t i o n  to  a pro ble m  
th a t  i s  r e q u ir e d .  I f  young p eo p le  an d t h e i r  p a re n ts  
knew o f  th e  d i s a s t r o u s  conse quen ces  t h a t  ca n  r e s u l t  
fro m th e  u se  o f  t h i s  lo w -c o s t,  r e a d i l y - a v a i l a b l e , d ru g, 
we cou ld  so lv e  t h i s  s e r io u s  pr oble m  w it h o u t th e  n e c e s 
s i t y  o f  t h i s  k in d  o f  a c t io n  in  t h i s  co de.  Bu t c e r t a in ly
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public education must be supplemented now by proper 
legal action."

However laudable and commendable as all these efforts are I 
believe that some preventive action should be taken to avoid 
or deter the spreading of this national malaise.

■* I have a great concern about this problem and will do what
ever is necessary to cooperate with the Committee in finding 
a solution. The PCP problem should be highlighted as one of 
the most serious threats to the social well-being of our 
Nation by reason of its potential and already demonstrated

j, harmful effects. This problem should be addressed immediately

I have confidence that after the public hearings your sub
committee will make appropriate recommendations to tackle this 
problem. Please include this letter in the record of your 
hearings with respect to this matter.

Cordially,

Baltasar Corrada 
Member of Congress

»

33-30 0 0 - 7 8 - 1 0
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The Honorable Wi lliam D. Hathaway 
United States Senate 
Washington, D. C. 20510 

Dear Senator Hathaway:

I am w ri ting to  you in your ro le as chairman of the Subcommittee 
on Drug Aubse to express my views on the le g is la ti ve  attempt to 
reschedule phencyclidine. I am the pr incipa l in ve st igator  on a 
National In s ti tu te  on Drug Abuse research grant to study the effe cts 
of phencyclidine and have authored nine s c ie n ti fi c  pu bli ca tions  on 
th is  drug.

<L

*

The issues raised by a le g is la tive  attempt to place phencyclid ine 
in to  Schedule I are complex and cannot be given ju s tice  in  a shor t 
le tt e r.  Although there are some reasons to  cons ider th is  ac tio n,  I 
believe that  i t  would be unwise to  do so, and in  th is  regard find  my
se lf  to be in agreement w ith  what I understand to be Dr. Peter  Bourne's 
po sit ion before your subcommittee as reported in  the media.

Very b r ie fl y , my reasons fo r opposing the reschedul ing o f phen
cy cl id ine include the fo llo w in g:

(1) The clim ate in  which th is  is  being done does not  
favor a balanced con sidera tion . There has been a 
lo t o f media exp lo ita tion of  phencyclid ine abuse.

(2) Although there is  no doubt th at some users of  the 
drug have su ffe red unfortunate  consequences, i t  is  
nevertheless necessary to  see these high ly pub li
cized occurrences in  perspective. Although much 
research remains to  be done, there is  no evidence 
at  the present time that  the to x ic it y  o f phency
c lid in e is  es pe cial ly  great re la tive  to , fo r 
example, he ro in, ba rbitu rates  and even alcohol.

(3) Emphasizing the dangers of phencyclid ine by 
placing i t  in to  a higher schedule may ac tu al ly  
increase it s  at tra ct iven es s to  ce rta in subgroups 
of users. There is  considerable evidence accu
mula ting that  phe ncyclid ine use is  espe cial ly  
prevalent in  risk-t ak in g groups (e .g.  motorcycle 
clubs,  youth gangs).  I t  is  th is  association
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th at no doubt cont ributes  to  the “bad press" 
the drug has received (associa tion w ith  acts of  
vio len ce, e tc .) . In any case, i t  is  clea r th at,  
in pa rt , i t  is  the alleged danger o f phencyc lidine 
use that  makes i t  a tt ra c tive  to these user groups.

(4) Rescheduling phe ncyclid ine w il l make i t  cons iderably 
more d if f ic u lt  fo r the s c ie n ti fi c  community to get 
access to  the drug fo r research. This is  a serious 
consequence, since the recency o f phencyclid ine abuse 
fin ds  us in a re la tive  s c ie n ti fi c  vacuum concerning 
th is  drug.

(5) Phencyclidine, although no longer av ai lable in 
re ta il  markets, s t i l l  has an approved ve terinary 
use. Placing i t  in Schedule I w il l es tabl ish an 
important precedent and undermine the cu rre nt basis 
fo r drug scheduling.

(6) Rescheduling drugs by le g is la ti ve  action in  an 
emotional clim ate o f claim and counterclaim by
passes the establ ished procedures ca rried  out by 
agencies and advisory  groups with  considerable 
experience in these matters. This too,  sets an 
important precedent and does not take advantage of 
the federa l machinery exi st ing fo r such dec isions.

For these and other reasons I encourage you and the two sub
committees meeting on th is  matter to recommend th at suggestions fo r 
changing the schedule fo r phencyc lidine be dir ec ted  through normal 
channels. I would appreciate  i t  i f  you would see that  my views are 
made known to  other members of the subcommittees. I am at  your 
disposal to  amplify  any of  the conside rations  I have voiced on th is  
matter .

Associate Professor o f 
Pharmacology

RLB/rsp
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Phencyclidine—A Report Submitted to the U.S. Senate Subcommittee To 
Investigate J uvenile Delinquency, May 1978 

(By Migs Woodside)
introduction

The United States Senate Subcommittee to Investigate Juvenile Delinquency has »long played an  extraordinarily important role in the control and regulation of drugs 
of abuse. The Subcommittee’s jurisd iction in this area has led to Hearings and the 
passage of legislation designed to control the abuse and diversion of Methadone,
Methaqualone, Psychotropic substances, Amphetamines and Barbitu rates. Addition
ally, interest and action by the Subcommittee has been essential  to Congressional <
amendments to the  Comprehensive Drug Abuse Prevention and Control Act of 1970 
(Public Law 91-513), particular ly in the areas of stiffer penalties for manufacture 
and sale of drugs of abuse and regulations of substances listed on Schedule I and 
Schedule II of Title II—Control and  Enforcement—of the Act.

It is no wonder tha t with this history and jurisdictional mandate , the  Subcommit
tee is deeply concerned about the alleged phenomena of increasing abuse of the 
chemical substance, phencyclidine. It must be noted that  at this time various 
sources have made the use of phencyclidine—“Angel Dust” or “PCP” as it is 
commonly called—a well-publicized item. Newspaper headlines proclaim “Angel 
Dust, the new killer in town”// / and offer reports of sudden, violent murders 
cdmmitted by people under  the influence of thi s drug. Television programs depict 
young PCP users carried screaming into hospital emergency rooms. Directors of 
drug rehabilitation programs, as well as school officials, publicly state  tha t PCP is 
widely used among the adolescent population.

However, in order to initia te an effective and ration al response to the abuse of 
any drug, it is imperative to determ ine the reality  of the situation. With this 
background the Subcommittee to Investigate Juvenile Delinquency has set out to 
review the  following aspects of phencyclidine abuse: clinical effects, incidence of use, 
profile of the user, veracity of the alleged dangers, chemical properties  and avail
ability of essential substances to illicitly produce the  drug and possible legislative 
and regulatory methods to control the illegitimate manufacture and sale of PCP.

In 1926 the original chemistry which laid the groundwork for the future  synthesis 
of phencyclidine was first reported. However, it was not until the mid-fifties tha t 
the substance was found to have anesthetic and analgesic properties for humans 
and at that  time clinical testing was introduced. Because phencyclidine was a 
nonbarbiturate, nonnarcotic agent, there were high hopes for its use and Parke,
Davis and Company was assigned patents (in 1960—British and in 1968—U.S.) to 
manufacture  the drug under  the trade name Serynl. However, with clinical studies 
and use in surgery, the drug was found to induce adverse side effects. An artic le by 
Munch re lates  various findings which illus trate  this point: (2)

Effects Dosage Route
Normal vo lun teers. . . . . . . . . . . . . . . .

Do........................
Do........................
Do. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Number of patients.-
735. . . . . . . . . . . . . . . . . . . . . . . . . . .

51 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

64........................

Apathy;  interfe rence with  perfo rm ance. . . . . . . . . . .
Hostility ; impaired learn ing and reca ll. . . . . . . . . . . . .
Depression; hos tilit y; disturbed body im ag e. . . . . .
Delirium; hal lucina tio ns . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

77 pet. had no complica tions ; remaining had 
hallucinations.

12, mild exc itement; 3, severe excitement; 
13 diso rientation  fo r 3 -1 8  hrs.

10, severe maniac behavior ; 3, violent behavior;
1, semi-conscious fo r 10 days.

5 to 12 mg . . . . . . . . . . .  Intravenous.
.075 to 0.10 m g/kg . Do.
0.10 m g/kg  . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10 mg . . . . . . . . . . . . . . . . . .  Oral.

.275 to .44 m g/kg  .... Intravenous.

.25 mg/kg  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

In 1965, as a result of the unpredic tible and serious side effects of phencyclidine, 
Parke, Davis and Company requested tha t it be discontinued for human use. Howev
er, the drug had proven to be an effective tranqui lizing and anesthetic agent in 
handling large primates and consequently was manufactured by Philips Roxanne 
under  the trade  name Sernylan. Vete rinarians  at the  N. Y. Zoological Society and 
Cornell University, College of Veterinary Medicine currently report tha t Sernylan 
“never was much of a drug” and that  they haven’t “used phencyclidine for years 
because better products ar e available for the  same purpose.” (3) Four years ago the 
rights  to manufacture phencyclidine were sold to Bioceutics Laboratories which
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t

produces small quantities of the drug for veter inarian purposes and is the sole, legal 
distr ibutor at this time.

It is general ly believed th at the  f irst illicit use of phencyclidine as a drug of abuse 
took place in California in 1965. It was called by the street name PCP, which stood 
for PeaCe Pill, as well as the initia ls of its chemical compounds, 1-(1-Phenylcyclo- 
hexyl) piperidine. Originally, PCP was marketed as a mild psychedelic, jus t a little 
stronger than  marijuana and sold in tablet or capsule form. However, users often 
experienced unpleasant and negative reactions to the drug. As would be expected, 
phencyclidine again displayed some of the very same effects as those which had 
made it medically unacceptable. Additionally, since it was avai lable only in tablets, 
users could not adjust the  dose or mitigate its adverse effects once they swallowed 
the substance.

For these reasons, combined with the fact that  there  were many other  more 
pleasant and predictable drugs already obtainable in the stree t, PCP did not win 
acceptance. Although it did cross the continent to the East Coast under the name of 
HOG, i t just  about disappeared except for pockets of users in California.

By 1972 the stree t chemists had learned to convert phencyclidine from the table t 
form to a substance which could be smoked with a leafy mate rial or snorted. In 
addition, a group of experienced users had evolved who were able to relate the 
drug ’s folklore, could explain how i t should be consumed and the expected effects. 
(4) From tha t time on phencyclidine has been more widely abused and its growth 
appears to have spread throughout the country. It has been identified by a vast 
number of names (Table 1). One stree t drug analysis laboratory indicates tha t PCP 
has proliferated from appearance  in five separate states in 1972 to twenty-eight 
state s in  1977 (Table 2).

Table 1.—Names Given for Material Containing PCP-TCP1

Amphetamine
Angel Dust
Bellodonna
Cocaine
Cadillac
Cannabinol
Crystal
Cyclones
Detroit  Pink
DMT (N,n-dimethyltryptamine)
Dust
Elephant  tranquilizer
Erth
Goon
Green
Hashish
Hog
Horse tranquilizer 
Killerweed 
KJ crystal 
KW
LSD (lysergic acid diethylamide) 
Marijuana
MDA (3,4-methylenedlaxy amphetamine)

*

Mescaline
Mintweed
Mist
Monkey Dust 
PeaCe Pill
PCPA (para-chlorophenylalamine)
Peaceweed
Peyote
Psilocybin
Rocket fuel
Scuffle
Sheets
Snorts
Soma
STP (3-methyl-2,6- 

dimethoxyamphetamine)
Superweed
Surfer
T
TAC
TCH (tetrahydrocannabinol)
TIC
TT-1

1 Information from Steven E. Lerner, R. Stanley Burns, “Phencyclidine Use Among Youth,” 
unpublished report, 1978.



TABLE 2.— DISTRIBUTION OF PCP-TCP BY STATE 
[Reported by Pharm-Chem Research Foundat ion]

State 1972 1973 1974 1975 1976 1977 2

Alab am a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X XAla sk a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X XAr izo na . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X xArkansas . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ca lifornia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ......... X X X X X XCo lorado. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ......... X X X X X XCon ne ct icut . . . . . . . . . . . . . . . . . . . . . . . . . . x xDe law are. . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dis tric t of Co lumbia . . . . . . . . . . . . . . . . x xFlorida. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ......... X X X X X XGeorgia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X XHaw ai i. . . . . . . . . . . . . . . . . . . . . X XIdah o. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Il li no is . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X XIn dian a. . . . . . . . . . . . . . . . . . . . . . . . . . X X X XIo wa. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X XKansas. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . xKentucky . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X XLouisiana. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . xMaine. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ......... X
Marylan d. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X XMassachusetts. . . . . . . . . . . . . . . . . . . . . . . X x xM ichig an. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X XMinne’so ta . . . . . . . . . . . . . . . . . . . . . . . . . . . . XMis sis sip pi. . . . . . . . . . . . . . . . . . . . . . . . . . .
M isso ur i. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Montana. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X XNebraska. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . xNew Hamsphire . . . . . . . . . . X XNew Jersey . . . . . . . . . . . . . . . . . . . . . . . . . . . X X XNew M ex ico. . . . . . . . . . . . . . . . . . . . . . . . .
New York. . . . . . . . . . . . . . . . . . . . . . . ......... X X X X X XNorth Carol ina. . . . . . . . . . . . . . . . . . . . . . . XNorth Dakota
Ohio . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X XOk laho ma. . . . . . . . . . . . . . . . . . . . . . . X X X xOreg on. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X XPennsylvania. . . . . . . . . . . . . . . . . . . . . . . . . X X X XSouth Carolina. . . . . . . . . . . . . . . . . . . . . . .
South Dak ot a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tennessee . . . . . . . . . . . . . . . . . . . . . . . . . . . X XTexa s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X XU ta h . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . XVerm ont. . . . . . . . . . . . . . . . . . .
V irg in ia . . . . . . . . . . . . . . . . . . . . . . . . . . . X XWas hing ton. . . . . . . . . . . . . . . . . . . . . . . . . . X x x x xWest Vi rg in ia . . . . . . . . . . . . . . . . . . . . . . . .
Wisc on sin . . . . . . . . . . . . . . . . . . . . . . . . . . . . XWyom ing . . . . . . . . . . . . . . . . . . . . . . . . . . .

Total States . . . . . . . . . . . . . . . . . . . . . . . .  5 17 21 22 24 28
‘ As conf irmed by stree t drug analysis.
2 Reporting period January-November.
Note — Information  from Steven R. Lerner, R. Stanley  Burns, "Phencyclid ine Use Among Youth,”  unpublished report, 1978.
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It is crucial to note tha t the major problem in the control of the manufacture  a nd 

use of PCP stems from the ease with which it is made. This is not a problem of 

illicit diversion of Sernylan  from veter inar ians’ offices or zoos. Illicit drug wholesal

ers, dealers and users do not have to import or steal this substance from licit 

sources. The materia ls and equipm ent to make PCP are inexpensive, readily avail a

ble and easily combined. Any person with a basic knowledge of high school chemis

try, a recipe and ready cash unde r $100 can go into the PCP business. And if the  

reports of the stree t value, compared to the cost of the initia l ingredients, are 

correct, this is big business indeed (Table 3).

TABLE 3

Year Source
Cost of 

chemica ls Amount of drug
Stree t
value

197 4. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Jama. . . . . . . . . . . . . . . . . . . . . . . . . . 90 l b . . . . . . . . . . . . . . . . . . . . . . . . . . . $25,000 ,00 0

197 6. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  G. Lu nd be rg . . . . . . . . . . . . . . . . i i  g . . . . . . . . . . . . . . . . . . . . . . . . . .
I l  oz (w ith  lea ve s) . . . . . . . .

25-5 0
100

1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  New York P o s t. . . . . . . . . . . . . $400 50,000
News W orld . . . . . . . . . . . . . . . . . 75 20,000
M. R ic e . . . . . . . . . . . . . . . . . . . . . 30 0-4 00 4 to 5 l b . . . . . . . . . . . . . . . . . . . . . 10,000
N. Showalter. . . . . . . . . . . . . . . . 75 20,000
T im e. . . . . . . . . . . . . . . . . . . . . . . . . . 100 100 ,000
Youth Aid (NYC 5, 00 0- 60 to 100 lb 7,200 ,000 -

10,000 (tab lets). 12,000,000

197 8. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  S. Lerner . . . . . . . . . . . . . . . . . . . . . 1 g . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25-2 00
1 oz. . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,000

New Tim es. . . . . . . . . . . . . . . . . . 150 1 lb . . . . . . . . . . . . . . . . . . . . . . . . . . . . 58,000

BAC KGRO UND

In order to assess the extent  and natu re of the  phencyclidine problem, it was 

necessary to collect information and data from a variety  of resources. To determine 

the history, chemistry, pharmacology, toxicology and behavioral  effects of the drug, 

an examination  was made of the literature. Tools used in this review include a 

bibliography compiled by the research staff of Parke, Davis and Company, 

1958-1967. Additionally, computer  searches were made of the Index Medicus, 

1972-Apri l 1978 and Psychological Abstracts, 1967-March 1978 (Appendix A). The 

lat ter  two sources disclosed a total of 168 items, although there was duplication of 

titles. In addition, the January -Ma rch 1978 issues of Life Sciences and Social and 

Behavioral Sciences were explored (Appendix A).
The material  from the Park e, Davis bibliography showed extensive experime ntal 

work on a wide variety  of anim al species wi th part icular emphasis on th e primates. 

There were also numerous studies cited on the  hallucinogenic and schizophrenic 

effects of phencyclidine on humans,  as well as reports on the drug’s pharmacology 

and use as an anesthe tic and analgesic.
From 1972 on, the lite rature  related to animals  continues to show clinical experi

mentation. However, the articl es pertain ing to humans  focus on phencyclidine as a 

drug of abuse, producing acute  intoxication, psychosis, poisoning and death. It 

should be noted tha t one of the factors contributing to confusion about the  actual 

dangers of phencyclidine abuse  is the  absence of clinical researc h since Parke, Davis 

and Company discontinued the  use of th e drug. Examination of the lite ratu re did 

not reveal longitudinal studies on humans or clinical proof of pe rmanent damage or 

impairment  from th e use of PCP. The absence of these  kinds of studies was, in fact, 

confirmed in discussion with the National Inst itute on Drug Abuse. (5)  Upon com

pletion of the lite ratu re review, various authors were contacted to discuss thei r 

material and any additional, curr ent findings.
Examination of the New York Times Information  Bank, compiled from a data 

base of sixty periodicals discloses tha t the majority of news articles on PCP concern 

raids and seizures of illicit labs and increased abuse of the drug by young people 

(Appendix A). A b reakout of the 32 items in the  data bank shows tha t there were 

five items reported in 1971- 75 as compared with twenty-th ree articles from 1976- 

Febru ary 1978. These numbers tend to confirm the fact of the media’s recent 

increased interes t in PCP.
To obtain a profile of the  PCP user, rate  of incidence and dangers of use, 

interviews were conducted with professionals in drug rehabilitatio n, law enforce

ment, probation, parole and hospital emergency rooms (Appendix B). In addition, an 

analysis was made of thr ee studies containing relevan t data: t he Drug Abuse Warn-



ing Network, Project Eden, Inc. and a study titled Phencyclidine Use Among Youths 
in Drug Abuse Treatment.

Efforts to determine appropriate  action in the control or regulation of the essen
tial chemicals needed to produce PCP as well as its analogs led to interviews with 
organic chemists. Further, consideration of penalit ies for the manufacture or sale of 
PCP and the control of its precursor material s and analogs were discussed with 
various State legislative offices which are considering similar measures.CLINICAL EFFECTS

The appropriate classification of phencyclidine is s till a matter  of confusion and 
controversy. It belongs to a group of chemicals called the arylcloakylamines and 
may act as either a depressant or s timulant to the centra l nervous system, depend
ing on the amount of the dose consumed and the route of consumption (smoked, 
inhaled, swallowed or injected). It has been classified with “downers similar  to 
barbiturate s, as another psychedelic, with newer narcotic agents, as a cent ral acting 
sympathomimetic and as a central acting  anticholinergic.” (6) It has also been 
suggested that  “this may be an entire ly new class of psychoactive drug. The small 
amount of available research evidence tenta tively supports the assumption  that  
humans  may develop tolerance to the intens ity and duration of the  behavioral 
effects of phencyclidine, yet  no evidence of physical dependence exists c urrently .” (7)

It is doubtful that  the stree t user would show the same concern in determining 
the proper category for phencyclidine. He is assuredly more interes ted in the  drug 
as it appears in its myriad colors, sizes and forms whether in powders, tablets or 
combined with various leafy substances such as parsley, oregano, mint  and rolled 
into a joint. However, a major concern for the  user is the  wide var iation in purity of 
the substance which depends on the  skill of the original chemist. Also of p rimary 
interest is the inconsistency of the amount of the substance in capsules, pills or 
joints. A pic ture of the data reviewed by Burns and Lerner indicate the percentage 
range of phencyclidine found in var ious forms: (8)
Powder forms: Percent

“Crystals” .............................................................................................  50-100
“Angel dus t” ........................................................................................  88-100
Other stre et name s..............................................................................  10-30

Tablets: 1-6 mg range—Average 5 mg.
Joints: 0.24-7.9 range—Average 1 mg/per 150 mg of leaves.

In other words, the PCP user has absolutely  no idea of the quality  or quantity of 
the drug he is getting.

Consideration of the amount of dosage and resulting effects also produce discrep
ancies in responses from professionals working in the field. For example, the Na
tional Inst itute  on Drug Abuse characterizes 5-10 mg as a moderate dose which 
could induce coma. (9) However, Imperato characterizes 5-10 mg as a low dose and 
does not indicate  coma until a high dose of 30 mg. (10) Luisada reports that  there  is 
no way of predicting the effect that  any given dosage will have on a particular 
individual because there  are some people who appear so hypersensitive to the drug 
tha t even a low dose could induce a schizophrenic-like psychosis which could las t as long as six weeks. (11)

As illus trated by Liden, the clinical effects of phencyclidine are as follows: (12)

Low dose
Neurological:

Nys tagmus............................................
Variable  pupil size ...............................
Depressed light reflex..........................
Blurred vision .......................................
Diminished pain, proprioception, 

tempera ture  sensation.
Ataxia...................................................
Increased deep tendon refle x...............
Trem ors ................................................
Muscle wea kness ..................................
Slurred  speech ......................................
Drowsiness ............................................
Increased respira tory ra te /dep th ........

Hi gh  dose

Decreased deep tendon reflex. 
Convulsions.

Coma.
Decreased respira tory rat e/ 

depth; respiratory  arrest.
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Lo w dose
Psychological:

Am nes ia...............................................
Anx iety/agi tation.................................
Body image disto rtion ..........................
Euphoria...............................................
Depersonalization .................................
Disordered thought process.................
Hallucinations (rare)............................
Activation psychopathology.................

Cardiovascular:
Increase pulse rate  ..............................
Increased blood pressure (systolic

and diastolic).
Gastrointestinal: Nausea and vomiting.....
Renal: Increased urine outp ut ...................

High dose

Arrhythmias.
Decreased blood pressure.

Decreased urine  output.

The majority of th e cases discussed here are  probably not representative of the 
average phencyclidine user. The illustra tions presented concern only those individ
uals whose experience with PCP have been so adverse that  medical atten tion was 
warran ted. It is quite possible tha t there are individuals  who suffer little  conse
quences from using PCP and are never seen for medical trea tmen t. However, in an 
effort to separate the speculated effects of PCP use from actual effect, it is necessary 
to review reports where the  presence of phencyclidine has been toxicologically 
confirmed in the alleged user.

In his study Liden reports nine cases of phencyclidine poisoning in which the 
presence of the drug was confirmed in the urine, blood or ingested materia l. (13) 
The patients ranged in age from 10 months to 26 years of age and exhibited a wide 
varie ty of reactions including violent withdrawal from objects, disordered thought 
processes, seizures, amnesia and coma. The majority of the cases reached peak 
symptoms between 2 to 4 hours after ingestion, and the recovery period was gener
ally completed within 24 hours. However, thre e cases having prior histories of 
psychiatric difficulties suffered more severe recovery periods and were agitated  and 
depressed. Since two of these three  patients had used PCP in suicide attempts , it is 
understandable that  their recoveries would be difficult.

Tong reports a case of a 33 year old man who was admit ted to the hospital in a 
coma after collapsing while drinking  in a tavern . Gastric and urine specimens 
confirmed the  presence of 8.5 mg/ml and 1.3 m g/100 ml phencyclidine and no other 
drugs were detected. On his second day in the hospital, the  man regained conscious
ness and “was agitated, shouting and gestur ing with bizarre and rigid movements; 
he was incoherent and at  times appeared to be hallucinat ing.” (H)  Over the next 
three days the patient responded well except when stimulated  by noise or touch at 
which time he again became agitated. On the fifth day he left the hospital against 
medical advice.

A study of 18 patients with acute phencyclidine intoxication reported by Burns 
and Lerner indicated that  7 patients  were confused or delirious and 11 patients 
were in a stupor or coma when they were admitted to th e hospital emergency room. 
The urine of all 18 cases was tested and disclosed the presence of phencyclidine. 
Recovery for 10 of the  cases took place within 72 hours. However, 5 cases were not 
fully recovered for a  period from 3 days to 15 days; 2 cases displaying hostility and 
depression were transfer red to psychiatric facilities and 1 individual still showed 
inappropriate  behavior at the  time tha t he  left the  hospita l. (15)

The following three cases were represented in another  study by Lerner  and 
♦ Burns: (16)

“A 15 year old Caucasian male reported to be ‘out of hand’ was seen earlie r in the 
month at a local medical center for bizarre behavior. He had been involved with 
drugs and talked about ‘getting it all over.’ He was found hanging by an  electrical 
cord from a  beam in his garage. Toxicological examination revealed a  phencyclidine 
blood level of 0.10 ug/ml . No othe r drugs were detected.”

“During the summer a youth gave a  pool party while his parents  were away on 
vacation. A 17 year old Caucasian female guest was discovered at the bottom of the 
swimming pool. Post mortem examination revealed no head or neck trau ma and the 
isolated presence of phencyclidine in the  ur ine (0.5 ug/ml).”

“A 16 year old male, acting belligerent and combative, was brought to the hospi
tal from a party where he had smoked ‘crys tal’ and drank beer. On admission he 
was drowsy but responsive to verbal stimuli. There was an abrasion on his righ t
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arm and face. Over the next 3 hours he became verbally abusive, belligerent and 
uncooperative and was transferred to the county hospital. Initially violent he alte r
nated between periods of sleep to moaning. Toxicology screen obtained at  this time 
revealed a phencyclidine urine value of 1.1 ug/ml.  Over the next 151/2 hours the 
patien t became al ert  and oriented and was subsequent ly discharged.”

In addition to the types of cases thus far described, there exists another group of 
individuals who suffer somewhat different but  equally profound effects from the use 
of PCP; these are  the people who exhibit psychotic or schizophrenic-like behavior. «

In a report by Fauman, it is asserted that  “We have observed several prolonged 
psychotic reactions in young adults, which appea r in a number  of ways, generally 
including severe anxiety, bizarre behavior and altera tions in the state  of conscious
ness.” (17) In a study of seven cases it was found tha t patients requiring hospitaliza
tion had a prior history of poor employment records, poor school work and problems *
with interpe rsonal relationships. For example, an 18 year old male who eventually 
stated upon his recovery t ha t he had taken PCP entered the hospital in a state  of 
extreme agitation , became paranoid and leap t out of a window to effect his escape.
After placement in the psychiatric ward and use of t ransquil izers he was able to be 
discharged af ter 25 days with no medication. His prior history revealed that  he was 
both an alcoholic and poly-drug abuser. Similarly , another case depicts a 20 year old 
female, known to have used PCP in the  past who entered the hospital 3 days after 
having taken a pill. During tha t interval she had shown delusions, restlessness, 
insomnia and anxiety. At one point in the hospital interview, she crawled on the 
floor, barking and snapping at her mother’s feet. She was placed on the  psychiatric 
ward, given tranquilizers and discharged aft er 35 days from the hospital, but she 
still needed to be maintained on medication.

Of the seven reported  cases, one was sent  home from the emergency room after 
trea tment with tranquilizers, one patient died and the remain ing five individuals 
were hospitalized for a period of 21/2 to 9 weeks. Fauman states  t ha t “the consistent 
finding of an illness generally lasting four to six weeks suggests some sort of 
chemical interaction. * * * The notion that  a drug-produced psychosis can persist 
this long has support in the litera ture:  amphetamines and LSD have both been 
considered to have caused psychosis weeks to months after  exposure. Descriptions of 
the pre-morbid personalities of those who became psychotic resemble descriptions of 
LSD and mari juana users who experienced prolonged psychiatric difficulty. * * *
However, the infrequent occurrence of psychosis in the (apparently) large exposed 
population still suggests tha t this is a combination of drug effect and vulnerable, 
pathologic personality.” (18)

Whereas Fauman’s study took place in a university hospital and included the 
entire city of Chicago in its cachement area,  Luisada’s research was performed in a 
hospital in Washington, D.C. with a comparat ively small cachement a rea and popu
lation of only 200,000 persons. Since Luisada was seeing fewer numbers of people, it 
was not difficult to become aware of str iking changes in the  incidence and pattern 
of schizophrenia-like psychosis appear ing in the mental  heal th center. In 1973 
Luisada noted that  the number of admissions for patients with unusua lly long, 
severe and treatment-res istan t schizophrenic psychosis had  trip led. “Unlike the vast 
majority of toxic psychosis, these episodes often required two weeks of aggressive 
inpat ient trea tme nt before resolution began. In addition, violently aggressive behav
ior was character istic of the onset, and the presen ting picture was a t first indistin
guishable from a florid schizophrenic episode.” (19) Clinical studies performed in the  
1960’s had already  shown th at PCP was able to induce schizophrenic-like effects in 
normal persons. When low doses of PCP were given to four schizophrenic individ
uals, their  psychoses became so aggravated that  they were hospitalized for a  period 
up to six weeks and were quite unmanageable during tha t time period. Luisada also 
recognizes tha t PCP produces a reaction that  “may be defined as a schizophrenic 
psychosis which occurs in some individuals  after  phencyclidine use and which «
persists for more than a day. ♦ ♦ * Behavior is extremely unpredictable. These 
patients may be reluctantly cooperative one minute  and violently assaultive the 
next. Some carry lethal  weapons to protect themselves from th eir  imagined persecu
tors. Bystanders have often been furiously, unpredictably  and unremitting ly at
tacked without provocation because the psychosis may include both extreme global «.
paranoia and delusions of superhuman streng th.” (20) Whereas administra tion of 
various drugs rapidly produce positive responses in agitated schizophrenic patients,
Luisada comments that  the PCP psychosis responds unusual ly slowly to trea tment 
and tha t “the sense of lack of progress engendered by this slow trea tme nt response 
was a factor leading to our first investigation of these psychoses.” (21) Although the 
hospital staff has warned repeatedly against further  use of PCP, many patients do 
use it  again and retu rn to the medical facilities for tr eatm ent of a second psychotic
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episode. Individuals justify the ir renewed use of the drug on the  basis of “feeling 
good and wanting to see if they  could ‘handle it’.” (22) It was also found th at “about 
one fourth of the patients  original ly treated for phencyclidine psychoses, return  
within a year with schizophrenic ones in the absence of drug use. By contrast, these 
late r episodes have lacked the  charac teristic  violence of the phencyclidine induced 
ones, and they have been much more quickly responsive to antipsychotic drugs, yet 
they have also left behind typical schizophrenic personal ity changes. Those patients 
who had experienced the longer phencyclidine psychoses were generally  the same 
ones who returned later with schizophrenic ones.’’ (23)

There are many profoundly important  questions which remain unanswered about 
the effects of phencyclidine use. Three specific areas  needing further  clinical re
search must be noted. They compromise the questions of body tolerance to the  drug, 
prolonged duration of its effects in the body and the  possibility of birth  defects in 
children of parental PCP users.

Balster and Chait have been in the forefront of those studying questions related 
to tolerance. In thei r work with rhesus and squirrel  monkeys, they found tha t the 
animals did in fact self-administer larger doses of the drug. In the study of two 
rhesus monkeys, the subjects voluntarily administered PCP by lever pressing, at 
any time during a 24 hour period, for 8 consecutive days. After this time, the 
monkeys were limited to an admin istration period of only 4 hours per day. Yet, the 
subjects continued to admin ister doses equal to those of the 24 hour period com
pressed within a severely limited time. (24) Also cited is a  study in which repeated 
use of PCP as an anesthetic for juvenile  chimpanzees and adult baboons resulted in 
a shortened  period of effectiveness and eventually, the anima ls “required about 50 
percent more drug to produce the  same anesthetic effect initia lly obtained.” (25)

The mystery surrounding the unusual ly long time period of continued PCP activi
ty in the body stems in par t from the fact tha t there is confusion about the site 
locations where PCP lodges.

Done claims tha t PCP is secreted into gastric acid and then reabsorbed as it 
proceeds into the intest inal trac t. “This ‘re-circulation’ certainly could account for 
both the prolonged systematic  course  and the fact t ha t it continues to be excreted in 
the urine  for several days.” (26) James and Schnoll, in studies of PCP distribut ion in 
the tissues of the rat, found tha t the drug showed an affinity for lodging in adipose 
tissues. In fact, PCP could be found in adipose and brain tissue sites long after  blood 
and urine tests indicated that  phencyclidine was no longer present. It is the ir 
think ing tha t possibly “the drug  is slowly released from adipose tissues and is 
selectively taken up by the brain , thus  mainta ining low levels of phencyclidine. The 
release of drug from adipose tissues after phencyclidine is no longer detected in 
blood could also account for the  fluctuating levels of consciousness * * *” (27)

Although there  are no published studies indicating  tha t birth defects occur to 
children  of phencyclidine using parents , a 1974 report of a conference of the Envi
ronmental Mutagen Society refer to Walker’s findings tha t individuals who used 
drugs containing PCP “had increased rates of fe tal loss, decreased fertility, exten
sive chromosome breakage, and increased presence of a small chromosome tha t 
resembled the Philadelphia chromosome. Their offspring had an abnormally large 
incidence of spinal defects, limb reduction anomolies, triploidy, and trisomy.” (28) 
Further,  infants were born withou t kidneys and without exte rnal  sex organs. (29)

In conclusion, it is true that  in cases where the presence of phencyclidine was 
toxicologically confirmed, PCP produced serious, unpleasant and even deadly effects. 
Users ranged from shivering, drooling, vomiting and experiencing delusions to 
convulsions, coma and death. It is a particularly  dangerous drug for pre-schizo
phrenic personalities. Not only does i t induce psychoses in normal individuals, but it 
can act as a continuing catalyst for the pre-schizophrenic who may have future 
episodes without any further  use of PCP. Studies reveal that  body tolerance afte r 
continued use is definitely possible, implying an expanded market and good finan
cial opportunities for drug dealers. It is also long acting, producing a comparatively 
extended drug experience due to its capture  in the  body and there is some possibil
ity tha t PCP can cause birth  defects to future generations. Using phencyclidine is 
comparable to playing Russian roulette; one never knows or  what  the results will 
be.

INCIDENCE

After taking a look a t some of the possible physical effects of PCP, it is difficult to 
conceive tha t anyone would want to use it. Putt ing aside the fact tha t it is widely 
available, cheap and potent, it is still extremely dangerous.

Various opinions have been offered to explain why PCP is being used. Drug abuse 
prevention experts in 88 public high schools in New York City say tha t young
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people are well aware PCP is more dangerous than cocaine and that  they don’t 
know what’s in a joint. But, they do relish the daredevil and bravado act of using 
“dust” which gives them status with the ir peers. (30) Ja in and Budd add tha t “The 
‘high’ produced by phencyclidine seems to be quite desirable to the user. He often 
feels somewhat disoriented—a state similar to being drunk. His body feels numb 
and he is unaware of temperature  changes. His balance is affected and he feels that  
he is bouncing or floating along. If harassed or intimidated, he shows intense anger; Mif his surroundings remain calm, he experiences euphoria. This euphoria allows the 
user to escape temporarily  from his problems or environm ent.” (31) Krasner feels 
that  it is the state  of change which appeals to the user; even if the  change is 
disphoric it is bette r than  feeling the same. (32) Bolter indicates that  people “feel 
detached from all feeling when on the  drug. This seems quite differen t from other adrug use patt erns  where the  user tells of feeling high, or good, or a sense of well
being. From this information, it appears that  those who abuse PCP and have a hard 
time getting  off the drug, do so because feeling nothing is preferable to  experiencing 
their own feelings. This seems to indicate  tha t PCP is most likely to be a problem 
for someone who is try ing to escape negative feelings rather than  someone who is 
bored, or  feeling good about him or herse lf.” (33)

It is really not possible to get a true reading on the incidence of PCP use.
Authorit ies are only aware of users at  the time they present themselves in medical 
facilities, crisis centers, drug trea tment  programs or when their bizarre or violent 
behaviour brings them to the attention of law enforcement personnel. Many young 
people are able to control thei r use of the drug so t ha t when they sta rt to suffer 
unpleasant effects from a joint,  they can simply put it down. For this reason, it is 
quite likely tha t the majority of PCr  users go unrecognized or unrecorded and tha t 
the recorded cases represent only a small fraction of individuals using the drug.

Another problem in assessing possible increase in PCP use is the fact tha t crisis 
centers, drug programs and hospital emergency rooms usually rely heavily on the 
information indicated by patients.  Accounts based on patients ’ self reporting are 
usually guesses, based on the latest  or most cur rently “in” drug of abuse or given by 
users who are too confused and disoriented to give any reliable answers at all.

A review of figures extracted from Drug Survival News (issues from September 
1977-April 1978) reveals tha t 65 people out of a total of 164 who thought they were 
purchasing PCP did so as verified by laboratory analysis. However, the remaining 
99 people thought they were buying other drugs such as THC, cocaine, hashish, etc.
Laboratory analysis determined tha t, in fact, all of the 99 people had actually 
gotten PCP (Table 4). This means tha t there is a very large number  of users who get 
PCP inadver tently  under another guise and they may well not be prepared for the 
side effects that  this  inadvertent use may  produce.

It has only been within the last few months that  the  PCP alert has sounded 
throughout the country. According to both the National Inst itute on Drug Abuse,
(34) and Phoenix House, (35) a  telephone conversation about the PCP situation in 
California prompted a look at the East Coast. As a result of an informal survey,
Phoenix House reported tha t 17 of its last 20 admissions to the adolescent unit said 
they had used PCP at least once. In March 1978, after  a telephone sample of its 
funded treatm ent  programs, the New York State Office of Drug Abuse announced 
tha t 30-40 percent of the substance abusers  in its trea tme nt network have tried 
PCP. (36) New York City drug abuse experts  in the public high schools report tha t 
PCP was first seen in Queens over thre e years ago and tha t it is the drug of choice 
for many 15-16 year old users in th at  borough. Man hatta n reports tha t three  
students “walked out  the window;” Staten Island asserts tha t a student was sent to 
the hospital emergency room afte r beating up a teacher and Queens also noted 
instances where youngsters were removed from school. (37)

In the suburbs too the rise of PCP use has been indicated. According to the 
Narcotic Enforcement Task Force, “PCP has become the third most popular drug in *
northern Westchester * * * after  m arijuana and cocaine.” (38)
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Info rma tion  from othe r geographical regions of the  country  also seems to show 
PCP incidence on the rise. Showal ter cites  a recent stud y of a Detroit hospital in 
which PCP was the  most frequen tly used  subs tance in 1,000 cases of d rug  intoxica
tion. (39)

In Los Angeles county, the  rise in PCP  incidence in major ind icators  is as follows: 
#0?

Urine  Specimens of P roba tione rs:
1975— 36 positive PCP.
1976— 146 positive PCP.
1977— 435 positive PCP.

Eme rgency Room Cases:
1975 (Fall)—10 per  month .
1976—51 p er month.
1977 (J anuary & February )—80 per month .

Law enfo rcem ent stat istics show equ ally  sha rp increase s even in light of the fact 
th at  enforcement officials are focused mainly  on cont rol of hero in and  cocaine, not 
PCP. The Drug Enforcement Admin ist rat ion  reports the  following figures on PCP 
labs  seized: (41)

1975— 15.
1976— 30.
1977— 63.

The San Jose,  Califo rnia police de pa rtm en t figures on phencycl idine  seizures in 
Jan uar y-M arc h show: (42)

1975— 69.7 grams.
1976— 125.1 grams.
1977— 3,951 grams.

The Narcotics  Division of the New York City Police Depar tme nt, which  priori tizes 
ar res ts for hero in and cocaine, also rep or ts recent buys and  ar rests  where PCP was 
involved. A sample from the Buy Log March 4, 1978 to Apri l 6, 1978, showed the  
following:

March 4—13 joints, Har lem; 83 joint s, Harlem.
March 15—2 joints , Harlem.
March 16—% oz., Queens.
March 20—2 joints, Harlem.
Apri l 5—1 join t.
Apri l 6—1 jo int,  Brooklyn.
Apri l 6—4 joints .

According to Sgt. Gillespie, the presence of the  drug in Har lem  is a “bad sign. 
Once it gets  into the  gh etto  su b-cu lture , it  seems to s tay. LSD wasn’t th at  bad in the 
ghe tto because the  message th at  it was dangerou s got out  rig ht away. PCP is more 
popular  than  LSD was. The PCP message isn’t get ting  out. Many kids are smoking 
it withou t a ny problem s.” (43)

In piecing toge ther  reports  from th e major indicators , inclu ding  dru g programs,  
hosp ital emergency  rooms, crisis  cen ters, and  law enforcement officers, the re 
emerges a pic ture of recent awa reness  and  consequent  incre ased  rep ort ing  on the 
use of PCP.

PROFILE OF PCP USERS

In att em pti ng  to identify the  ave rage user of PCP, a comparison  was made of 
studi es and da ta collected by the  Dru g Abuse Warnin g Network (DAWN), 1976,
1977, 1978; Proje ct Eden, Inc., study publi shed  in 1976; and Phencyc lidin e Use 
Among Youths in Drug Abuse Trea tm ent, a stud y commissioned by the  National 
Ins titute  on Drug Abuse from da ta  obtained September 1976 throug h March,  1977.

The DAWN system is based  on rep ort s of adverse  drug  reaction s s een by emergen- *
cy rooms, medical exam iners , coro ners  and  crisis cen ters  chosen from 24 Standa rd 
Metropolita n Statist ical  Areas thr oughou t the  Uni ted States. In prefaces to its 
reports  for 1976 and 1977, DAWN ind ica tes  the  caveats in its system including the 
fact th at  various facilities often fail to repo rt complete da ta and may  miss several 
time periods and that  faciliti es are added and  dropped from one year  to another.  »
For exam ple,  818 emergency rooms rep ort ed to DAWN in 1976 bu t only 796 emer
gency rooms were included in the 1977 repo rting period. Sim ilarly, Crisis Center 
facil ities num bered 54 in 1967, 42 in 1977 and are  to be decreased fu rth er  to 24 in
1978. If one were looking at  the  DAWN system as an indicator of PCP use, the  d ata  
would be ex traord ina rily  skewed. However, for the  purpose of use r ident ifica tion,  
the  pic ture  has  rema ined  generally sta ble  and the  DAWN composite is still  applica
ble. A comparison of dat a from eme rgency rooms, medica l exa min ers  and crisis
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center s reveals some differences within these categories althoug h a fairly uniform 
picture of the PCP user does emerge.

Emergency
room

Medical
examiner

Crisis 
center 1

Drug ta ke n. . . . . . . . . . . . . . . . .  PCP alone and PCP alone and PCP alone and in
B in comb ination. in combination. combination.

Mot ivat ion. . . . . . . . . . . . . . . . . .  Psychic ef fect s. . . . . . . . . . . . . . . . . . . . . . . .  Psychic effects
dependency.

A ge . . . . . . . . . . . . . . . . . . . . . . . . . . .  10- 19  primary;  20-2 9 20- 29  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  20-2 9; 10 -2 9 about
about 44 pet. 40 pet.

4b Ethnici ty . . . . . . . . . . . . . . . . . . . . . .  White; Black 22 White;  Black White.

Sex. . . . . . . . . . . . . . . . . . .
pet (1 97 8)

. . . . . . . .  Male. . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25 pet (1 97 8)

. . . .  M al e. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Male.
Occupation . . . . . . . . . . . . . . . . . .  Student, unemployed. . . . . . . . . . . . . .  Emp loyed . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Student emp loyed /

unemployed.

1 There was no DAWN data availab le from the  cris is centers for 1978. Addi tiona lly, none of  the 1978  data had been refined but was 
generously shared, in raw form, by the Drug Enforcement Administra tion.

Project Eden, Inc., is a community based drug abuse program located in Hayward, 
California, the original “PCP capi tol.” A review of 158 cases records of clients whose 
major drug of abuse is PCP reveals the following profile: (44/

Age: 19.
Ethnicity: White.
Sex: Same proportion of males and females as seen in total drug using population.
Occupation: Unemployed bu t has completed high school.
Referred to treatment: Self/cri minal justice.
Previous history: Jail /pri son, probation, poor self-image, difficulty with family/ 

peer relationships.
The study Phencyclidine Use Among Youths in Drug Abuse Treatm ent, includes 

dat a on 2,750 drug abuse clients aged 12-18 in 97 treatm ent  programs in 37 states. 
Results show tha t 31 percent of the youths in the sample report having used 
phencyclidine and the ir profile is as follows: (45)

Age: 14 V2 years—67 percent repor t use at least once a week.
Ethnicity: White.
Sex: Percent  reflects the proportion of males to females in total drug using 

population.
Occupation: N/A.
Referred to treatment: Parole office/judge/family/self.
Previous history: Drug/alcohol abuse/hospitalizations mental health  trea tme nt/ 

hospitalizations overdoses/suicide attempts.
Polydrug Use—Perce nt of PCP Users who used each of th e other  drug types: (46) 

Marijuana, 99.1 percent; Alcohol, 94.9 percent; Hashish, 61.4 percent; Amphet
amines, 54.6 percent; Hallucinogens, 53.5 percent; and Barbi turates, 52.1 percent.

It should also be noted that  although the use of PCP is generally  considered to be 
a recent phenomena, Lerner and Burns have identified “small cluster groups of 
individuals who use it on a chronic daily basis for periods of six months to six 
years.” (47) A study of 20 Caucasian chronic users, 15 males and 5 females, aged 
20-43,  showed tha t the majority  began using the drug, at age 15 to 21, and have 
used it usually in combination with marijuana  and alcohol. The average daily 
intak e by smoking PCP was 216 mg, and two individuals “would place amounts of 
up to % of a  gram of powder layered with parsley, or as a crystal in a pipe, and 
smoke i t in one sittin g.” (48)  Case records of the  chronic users show inte rruptions in 
employment and education; frequent arrests; necessity for psychiatric care, and 
suicide attempts. (49)

The three  studies, combined w ith the report on chronic users all produce a s imilar 
por trai t of th e PCP user: male; white; aged 10-29; has prior or curr ent difficulties 
with employment, law enforcem ent agencies; history of poor relationships with 
family and friends; low self image; and prior drug, alcohol and mental health  
problems. A very impo rtant  finding is tha t almost all PCP users are using other  
substances, as well as phencyclidine. This is p articularly significant  because lit tle is 
known about the effects one drug potentiates in another  and what the effect of the 
combined results will produce in the PCP user.
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DEATH S

Although it is rumored tha t PCP users fall off roofs, walk out windows and die 
from injuries  in car accidents, these incidents are not widely confirmed in the 
litera ture . This is not to imply that similar events do not happen. Rather the fact is 
tha t, in general, medical examiners and coroners are  no t te sting for the presence of 
phencyclidine in the body. According to DiMaio, New York City only tests for PCP 
in cases where it is specifically indicated, although tests are automatically made for 
seven other drug substances. (50) For example, DiMaio reports specific testing for 
PCP in the case of a young woman who fell to her death  from a window and 
examination of her apartment  revealed a cache of PCP tablets. This case illustra tes 
conditions present to war rant  test ing for phencyclidine.

Many dea ths are, therefore, probably going unreported because emergency rooms, 
medical examiners and coroners are  not looking for PCP in cases related to falls, 
fires, automobile accidents, and drownings. Yet, it is known that  the use of PCP can 
produce blurred vision, muscle weakness, body image distortion, insensitivity to 
pain and temperature and disorientation to place. In other words, PCP has the 
potential  to short-circuit all the warning systems individuals need to avoid placing 
themselves in positions of danger.

After reviewing the litera ture , Burns & Lerner indicate that  9 phencyclidine 
related  deaths  were reported between 1974 and 1976. (51) None of these deaths 
occurred as a direct overdose of the  drug, but from other medical complications. 
Additionally, they present documentation collected from two counties in California 
from July  1970 to Jun e 1976 of 19 other deaths related  to phencyclidine intoxica
tion. An analysis of the cause of these  19 deaths a re as follows:

13 cases: Asphyxia by drowning or t raum a.
2 cases: Death from no apparent cause—high concentrations of PCP present in 

blood and body tissues.
4 cases: Secondary drug effect or concu rrent  disease.
Analysis of the 13 cases where  death resulted from drowning or trau ma reveals 

that  death was actually secondary to the behavioural toxicity of phencyclidine:
8 drowned in a swimming pool.
1 went into coma while taking a  shower  and drowned.
3 had self-induced gunshot wounds.
1 showed threatening  behaviour which resulted in provoked homicide.
In conclusion, it is notable tha t death  can result from a d irect dosage of phencycli

dine and from combination of it with othe r drugs or other disease processes. Howev
er, it is crucially importan t to note that  the behavioural effects caused by the use of 
PCP can well lead to a  death  producing situation.

ES SE NT IAL CHEMICALS

Having reviewed the clinical effects of phencyclidine and the population involved 
in using it as a drug of abuse, i t is im portant to understand the chemical properties 
of the substance. Taken singly, each essential  chemical appears innocuous and is 
widely used for industrial, medical and research purposes. Combined, however, the 
substances interact to produce th is poten t drug, capable of creating unpredictable, 
violent and bizarre reactions.

The list of essential  chemicals obtained from DEA, contains 12 substances which 
can be used to manufacture PCP: Bromobenzene, Cyclohexanone, Isooctane, Magne
sium (metal) Phenyl Magnesium Bromide, Piperidine, Potassium Cyanide, Sodium 
Cyanide, Sodium Bisulfite, Sodium Hydrogen Sulfite, p-Toluene Sulfonic Acid, para- 
Toluene Sulfonic Acid. (52) The list, however, is incomplete in that  it does not 
consider the vast number of recipes and chemical combinations which can be used 
to make PCP.

According to Shuglin, there a re at leas t th ree different methods and five groups of 
chemicals which need to be present to m anufac ture PCP as follows: (53)

1. An aliphatic amine; examples would be piperidine, eythyl amine, pyrollidine, 
morpholine, N-methyl piperazine.

2. An aliphatic ketone; cyclohexanone.
3. An aliphat ic halide; examples would be bromobenzene, bromoanisole, bromoto

luene, bromothiophene.
4. A leaving group intermediate ; examples would be potassium cyanide, anhy

drous hydrogen bromide, p-Toluene sulfonic acid.
5. A metal; magnesium or l ithium.
A conversation with Dr. Shuglin revealed tha t any one of the chemicals in each of 

the five groups can be substitu ted for one another. (54) Further,  there are many 
other  chemicals which could also be included in these five categories which were 
purposely not identified in an effort to keep fu rthe r knowledge from st reet  chemists.
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All of the  five groups of chemicals are fairly easy to obtain, relatively  inexpensive 
and thei r purchase would not cause undue questions from an organic chemical 
supply store—particu larly since stree t chemists are much too savvy to purchase all 
necessary materials at the same time and in the same place. The physical equip
ment  needed ranges from a large bucket, to a Bunsen burner  or a kitchen stove. 
The recipes have been published in several underground magazines and a manufac
turer  hardly needs more tha n a basic knowledge of chemis try—or even of cooking. 
As plainly seen, anyone with motivation can go into business.

It should be noted, however, tha t there  are some dangers in the production of 
PCP. When ethe r is used as a solvent, the re is a distinct possibility of explosion and 
combustion. As a result, flash fires and explosions are known to have occurred 
which have wiped out both PCP labs and producers.

Additionally, the combination of piperidine with cyclohexanone, if not properly 
synthesized, will produce an intermediate, 1-Piperidinocyclohexanecarbonitrile PCC 
which is highly toxic. Shuglin reports tha t “Immense care is taken during illicit 
manufacture at  the stage where this intermediate  is collected and dried, more even 
tha n in the handling of the final product. Chronic exposure to this compound has 
led to an aggravated psychotic condition th at has resulted  in a protracted hypersen
sitivity to the chemical . . .” (55) Since many of the people manufacturing  PCP a re 
not perfectionists in the ir measurements or processing skills, much of the PCC 
contaminan t does spill over into the final PCP compound. In a review of actual 
contents  compared with drugs alleged to PCP, a Street  Drug Analysis laboratory  
indicated tha t of a total of 68 samples, 39 contained PCP and 10 additional samples 
contained PCP/PCC (Table 5).

Of the  five groups of chemicals, the aliphat ic amines are the most difficult to 
obtain. The other substances, magnesium, cyclohexanone, potassium cyanide and 
bromobenzene are abundant,  and would be too difficult  to regulate or control. In the 
aliphatic amine group, the  chemical piperidine, is the substance generally sought in 
the  first step to make PCP. Piperidine is produced in comparative ly small quanti
ties, only 509,000 pounds, per annum. When compared to the 640,794 million pounds 
of cyclohexanone manufactured annually, it is clear that  regulation  of piperidine 
would be a more feasible possibility to consider. If, in fact, piperidine were to be 
regulated, the next question must be concerned with the ease with which piperidine 
can be made: is its basic ingredient available, cheap, and easy to convert to piperi
dine. If not, one could possibly get control over one of the  major ingredients in the  
manufacture of PCP. However, investigation revealed that  piperidine is easily syn
thesized from pyridine, which has an annual production of 10-19 million pounds 
(about half of which is exported).

TA BL E 5 .- 0 R U G S  ALL EGE D TO BE PCP

Actual contents
S e p t -

Oct.
No v. -

Dec.
Ja n .-

Feb.
M ar .-

Apr. Total

PC P . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  25 3 7 4 39
PC P/P C C . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 . . . 4 3 10
M ar iju an a/h ashis h. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 .... 1 4
Co ca in e... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 . . . 2
Methaqualone 1 1
Un kno wn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 . . . 3 6
No d ru g . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 2 1 2 6

Total samples 37 5 12 14 68

This means tha t control of piperidine may well result in street chemists turn ing 
to pyridine for conversion to piperidine in the PCP synthesis. A quick assessment of 
comparative annua l production, properties, containers, hazards  and uses of p iperi
dine, cyclohexanone and piperidine  (Table 6) does show that  pyridine has some 
particularly unpleasant characteristics. It has a nauseating odor, burn ing taste  and 
is toxic by ingestion and inhala tion.

33-300 0 - 7 8 - 1 1
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Although producing unpl easant working conditions for the  chemist, the user will 
probably not be affected by pyridine’s adverse properties  because the substance will 
not precipitate, “spill over” and will, in fact, be washed out in the PCP synthesis. 
(56)  Additionally, p yridine presents a dangerous fire risk with special shipping and 
handlin g instructions. However, it is doubtful that  this risk would impede or pre
vent illicit synthesic of PCP. In an analysis of five separate methods applicable in 
converting pyridine to piperidine, Katz indicates chemicals needed, equipment and 
steps (Appendix C). It is his  assessment that  two or three of the  complete procedures 
could be handled by high school chemistry students . Additionally, Katz offers five 
alte rna te routes to make piperidine, without using any pyridine at all. He feels tha t 
these procedures a re more difficult to perform, the raw mater ials are less available 
and a college chemistry major would be required.

Impediments to the control of piperidine due to synthesis from pyridine leads 
again to review of th e other aliphatic  amines (Table 7). Apparently, they are equally 
as difficult to control; morpholine is very available and cheaper than piperi
dine; N-methyl piperizine is available b ut a little  more expensive; pyrrolidine is only 
slightly less available tha n the other two and it is comparable in price to piperi- 
dine.(57) According to Parke, Davis and Co. there are as many as twenty other  
substances which can stan d in for any of the alipha tic amines as indicat ed.^ #)
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ANALOGS

Inaccu rate or sloppy synthes is of chemical compounds may produce another sub
stance, closely related to PCP and also chemically active, called analogs. Too, 
manipulation of the chemical groups or substitu tions of chemicals within chemical 
categories can also result in the  occurrence of analogs; some of which may be even 
more lethal than  the original substance, PCP. Although a few analogs have a lready 
been seen in the st reet or found in illicit laboratories, there  are limitless varieties  of 
possible chemical combinations which can produce analogs. Currently,  working from 
a list prepared by DEA of 33 analogs, the Nationa l Inst itute on Drug Abuse is 
reproducing these substances in thei r laboratories to determine the dangers inhe r
ent in replication by st reet  chemists. Since many of these analogs have never been 
made and have no licit use, it is quite likely th at it will be th is clinical manufac ture 
and research which will demonstrate the presence of the potential  for abuse. 
Sources in California have already asserted tha t the  number  of analogs might be as 
many as sixty and Shulgin asserts tha t in the liter ature, “ther e are literally dozens 
of analogs described both chemically and pharmacologically. Implicit in the general
ized directions are  dozens more, many of which may reasonably be predicted to be of 
similar pharmacology. “A host of analogs with the aromatic rings replaced with 
othe r functions, such as benzyl, vinvyl, allyl, acetylenyl and cyano groups. ♦ ♦ * 
appear to be similar in potency. ”(5,9)

One of the first analogs to turn up in the street was thiophene (TCP) identified in 
1972 by the  Drug Enforcement Administration.  “Since 1974, 47 exhibits of the drug 
have been analyzed by DEA laboratories. The exhibits were collected in 15 dif ferent 
state s.”(50) In this case, TCP was produced by manipulation of a chemical in the 
alipha tic halide group rather  than the aliphat ic amine category. Specifically, the 
substance involved was bromothiophene and the analog “is somewhat more potent 
than PCP. ”(67) At present, DEA is greatly concerned with identification and regula
tion of two other analogs which have become prevalent  on the  drug scene, PCE and 
PHP.

PCE, N-Ethyl-l-phenylcyclohexylamine was first seen in 1970 in California and it 
turned up again in 1973 when discovered by the Illinois State Police. From that  
time until the fall of 1976, i t was not identified. However it has since been encoun
tered in Louisiana, Oklahoma, Indiana, Alabama, Florida, Georgia, Kansas, Ken
tucky, Michigan, New Jersey , New York, North  Carolina, Ohio, South Carolina, 
Tennessee, and Texas. It is im portant to note that  “A fairly  wide distribution chain 
seems to exist in t ha t table ts made with the same set of punches  were encountered 
in Michigan, Nor th Carolina and South Carolina and those made with a second set 
were encountered in those states as well as Ohio and New York. Tablets of PCP are  
also known to have been made with one of the sets of punches.

The PCE tablets sell for $1 to $2 each. * * * At the wholesale level, the powder 
sells for $100 per gram and $1,200 per ounce.”(5̂ ) The fact tha t PCE is widely 
distributed and t ha t a subs tanti al quantity is being produced is furth er confirmed in 
an internal  DEA memo dated August 31, 1977. “It is now becoming painfully  clear 
that  PCE is an abused drug. In the last three to four months there  have been 
several incidents where quantities  of 100,000 DU or more have been available to 
federal, state and local police agencies. Seizures do not reflect the huge quantit ies 
available due to the fact that  once the sample has been determined to be PCE the 
case is not pursued."(63) Shulgin assesses tha t the average dose of PCE is smaller 
than PCP, “suggesting a higher human potency. ”(6“4) DEA reports tha t clinical 
resul ts of PCE conducted in Israel in 1968 “show that  PCE is more powerful, 
(approximately twice as powerful) on mice, rats and gerbils than  PCP. This point 
seems to be reinforced by some of th e cases reported by crisis centers in the Detroit 
area.”(55)

PHP, 1 (1-phenylcyclohexyl) pyrrolidine was first identified in Maryland in 1974 
and since then has spread to California, Florida, Nevada, New Je rsey and in New 
York. Although not as preva lent as the PCE analog, it is surfacing in geographical 
areas which are widely separated . This raises  the question of whethe r dis tribution is 
by several main sources, as may well be the case of PCE, or whether it is being 
individually manufactured and distributed  from separate clandestine  labs. It is 
suggested th at PHP “produces depressant-like effects which range from euphoria, to 
depression, a cataleptoid condition and anesthes ia, depending on the amount of 
compound or route of admin istration employed.”(55) Shulgin reports of studies 
which disclose t hat  “both mouse and primate  screening have shown th is compound 
to be quantitatively  and qualita tively similar to PCP * * * and was found in street 
use to cause a barbiturate-l ike sedation.”(67)
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At th is time, there  has been only one instance in which the morpholine analog, 1 
(1-phenylcyclohexyl) morpholine has been seen, in 1977, in an illicit laboratory in 
California.(68) It has not yet been seen on the street.

In summary , a review of the aliphatic amine group used in the manufacture of 
PCP reveals tha t many of the alte rna te substances, published in the litera ture , have 
already been used to produce analogs of PCP. This fact leads to the  conclusion that  
it will be extraordinarily difficult to control the manufacture of PCP and similar 
substances. Shulgin concludes with the  following statement: “The pharmacologic 
lite ratu re is avidly followed, and there are, apparently, an unending line of experi
mental subjects who, knowingly or  unknowingly, can be called upon to determine 
the properties  of an unknown drug .”(£9)

LEGISLATIVE AND REGULATORY CONTROLS

On January  25, 1978, phencyclidine was moved from Schedule III to Schedule II of 
the Controlled Substances Act—Title II—of the Comprehensive Drug Abuse Preven
tion Act of 1970.(70) This action was in itiated by the Drug Enforcement Administra
tion in conformity w ith Schedule II guidelines which mandate that:

(a) The drug or other substance has a high potential for abuse.
(b) The drug or other substance has a currently accepted medical use in trea tmen t 

in the United States or a curre ntly accepted medical use with severe restrictions.
(c) Abuse of the drug or other  substances may lead to severe psychological of 

physical dependence.
This action has the effect of subjecting phencyclidine to stricter  manufacturing,  

inventory and security controls. However, the difficulties inhe rent  in the manufac
ture  of PCP pertain  to illegal production in illicit laboratories. Rescheduling the 
drug to Schedule II would be more applicable if there was any problem with illicit 
diversion from legal sources. In the case of PCP, reschedul ing does not really get to 
the root of the problem. Nonetheless, the movement to Schedule II does set a 
precedent for states to follow by demonstra ting that  Federal autho rities  now consid
er phencyclidine to be more dangerous  than other  substances, classified in higher 
schedules.

Because phencyclidine is ne ither  a  narcotic nor an  opiate substance, its reschedul
ing does not change the  penalty stru cture for unauthorized manufacture  or distribu
tion or  possession for those two purposes. The penalties still remain up to five years 
in prison and /or  a $15,000 fine. Penalty  te rms for illegal possession by an  individual 
for his own use also remains constant : up to one year in ja il and/o r a $5,000 fine.

In 1975, with the growing evidence of th e analogs of PCP appear ing on the s treet, 
the Drug Enforcement Administration moved to place the thiophene (TCP) analog 
on Schedule I. This is an appropriate  classification because TCP has a high potential 
for abuse, no currently accepted medical use in trea tme nt and a lack of accepted 
safety for use of the drug under medical supervision. In fact, TCP was manufactured  
solely by stree t chemists and solely for abuse purposes.

Currently , DEA is pursuing the inclusion of PCE and PHP on Schedule I due to 
the fact t ha t these analogs fit the same specifications as TCP and are  only manufac
tured as substances of abuse. Considerations involved in scheduling these substances 
include:

1. The actual relative potential  for abuse of the substance.
2. Scientific evidence of its pharmacological effect, if known.
3. The state  of current scientific knowledge regarding the substance.
4. Its history and cu rrent patte rn of abuse.
5. The scope, duration and significance of abuse.
6. What, if any, risk there  is to the  public health.
7. I ts psychic or physiological dependence liability.
8. Whether the substance is an immediate precursor  of a substance already 

controlled under  the  Controlled Substances Act.(77)
At this time, DEA is waiting for a response from the FDA which must review 

each case prior to scheduling to insure tha t the substance is not a lawful item, sold 
over the  counter  without a prescript ion, as permitted under  the Federal  Food, Drug 
and Cosmetic Act.

In addition to control of substances of abuse and analogs, the Controlled Sub
stances Act does include the addition “of a drug or other substances or immediate 
precursor, to a schedule under  P art  B of this title, whether by t ransfer  from another 
schedule or otherwise. * * * The term  immediate precursor means a substance—(a) 
Which the Attorney General has found to be and by regulation designated as being 
the principal compound used, or produced primarily for use, in the manufacture of a 
controlled substance; (B) which is an immediate chemical intermediary  used or 
likely to be used in the manufactu re of such controlled substances; and (C) the



control of which is necessary to prevent, curtail , or limit the manufacture of such 
controlled substance.”(72)

In the Federal Register, March 20, 1978, DEA proposed placing two immediate  
precursors of PCP, 1-Piperidinocyclohexanecarbonitrile (PCC) and 1-Phencyclohexy- 
lamine (unnamed) on Schedule II of the Controlled Substances Act. Although DEA 
does not know of any legal use of these two substances and the ir queries to the 
Chemical Manufacturer’s Institu te had not brought forth any replies as of the 
closing date, April 19, 1978, DEA cannot place the precursors on Schedule I. The 
Controlled Substances Act, Section 201 (e) clearly indicates that  a  precursor must be 
placed on the same schedule (or numerically higher) as the controlled substance of 
which it  is an immediate pre curso r/73} and PCP is a Schedule II classification. DEA 
does have a precedent for its current action in that  the pethidine intermediates 
(A,B,C,) were put into Schedule II in conjunction with the  primary substance of 
abuse, Pethidine.

Activity in the regulation of PCP and its analogs has not been limited to the 
Federal level. Forty-five out of the fifty states do have Uniform Control Substances 
Acts, similar to the Congressional Act. Some of th e states  have already approved or 
are moving towards introduction of legislation on these substances. Combined infor
mation from the  National Conference on State  Legisla tures/?^) DEA/75) California 
State  Department of Justice, and the New York State  Legislature  reveals the 
following regulatory or legislative action:

Alabama: PCE was added to the Controlled Substances Act in 1978.
Alaska: Has a new bill to criminalize PCP or others tha t are harmful.
California: Three bills have been introduced. The terms  of the  Morey bill are not 

known.
The Waters Bill would reclassify PCP within a new Class II group of centr al 

nervous system depressants and change the penalties for sale or possession of 
precursors to a felony up to 5 years in prison. Possession of the immediate precur
sors sufficient to manufacture piperidine or cyclohexanone “shall be deemed to be 
possession of such a derivative substance. Additionally, possession of any compound 
or mixture containing piperidine  or cyclohexanone shall be deemed to be possession 
of such a substance.”(76)

The Egeland-Waters Bill cal ls for elimination of probation or suspended sentences 
for persons convicted of manufactu re or sale of PCP/76)

Connecticut: Has approved legislation on PCP.
Kansas: Rescheduled PCP from III to II; changed sentencing.
Louisiana: Put  PCP into dangerous substance act, par t of Controlled Substances 

Act. Added PCE to Schedule I.
Maine: PCP now included in  Controlled Substances Act.
Maryland: PCP was rescheduled from III to II. 2 bills: SB 695—sentencing 

changed from 5 years/$15,000 to 20 years/$20,000 for all Schedule II drugs. Excep
tion is PCP which is 10 ye ars /$20,000.

Massachusetts: Legislation pending to raise PCP penalty—for sale only.
Michigan: PCP rescheduled from III to II. Proposed legislation on PCE and 8 

analogs to be placed in Schedule I.
Minnesota: Board of Pharmacy  trying to get i t rescheduled from III to II.
New York: 3 bills about to be introduced. Hevesi’s Bill reschedules PCP from III 

to II and changes the penal ty for sale and possession of four precursors (piperidine, 
lithium, cyclohexanone, bromobenzene) with intent to manufacture to a Class A—II 
Felony/77)

Police Bill No. 38 does not reschedule PCP from III but specifies penalt ies which 
are raised to Class A—II Felony for possession of 16 oz/77)

It is rumored tha t the  third bill, Levy and Winikow, will reclassify PCP as a 
narcotic and place it on Schedule II.

North  Carolina: Has proposed legislation by Drug Commission.
Pennsylvania: Has proposed legislation.
Wisconsin: PCP rescheduled from III to II by administrative ruling.
Nevada: Recommended for next session.
South Carolina: Proposed but tabled.
West Virginia: Enacted new bill.
In addition to the action of states regarding PCP, it s analogs, and in the cases of 

New York and California, possession of precursors with inte nt to manufacture 
phencyclidine, it must be noted tha t California has  in place a reporting system for 9 
substances considered precursors to controlled substances. Piperidine is listed as one 
of the  precursors of phencyclidine and by mandate it must be reported by manufac
turers  and retaile rs when sold/ 7$) The State  Department of Jus tice provides forms 
including the quantity of substance sold, date, name and address of both buyer and
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seller.  According to Elsberg, the  rep or ting system has  not been successful prim arily  
because it is too difficult to tra ck  the  impor tat ion  of piperidine into  Cali forn ia from 
other sta tes  in the  country//#)

CONCLUSION

In conclusion, it has been confirmed th at  the re is docum ented  evidence that  the 
use of PCP can cause extre mely un pleasant and dele terious effects, ranging from 
sho rt ter m discom fort to psychosis, vio len t beha vior  and  coma. The  dru g seems «
equipped to cause pharmacological de ath  as well as dea th from beh avioural toxicity.
It is m ight y difficult to d rown while t ak ing a shower b ut as we have  seen, the  use of 
PCP has, in fact  caused th at  r esul t.

Un for tunate ly,  the  drug  is widely used among adolescents and  young adu lts and 
many of the m do not seem to suffer parti cu lar ly  adverse effects. It is unreal istic to *
try to convince someone th at  h is dru g use can kill him when  all he expe riences is a 
slight buzzing noise, a feeling  of num bness and floa ting  euphoria. In fact, school 
officials ind ica te th at  the  more biz arre and  shocking television footage is, the  more 
young people are inte rested in hav ing  the PCP experience.(W) Likewise, when 
prospective use rs tu rn  for advice to othe r youngsters who have had  only minim ally 
bad result s from drug exper ience,  studie s show th at  “providing  more information 
about a drug, which indicates less ha rm ful effects than  an ambiguous descript ion, 
produces a  g reate r willingness to recommend the  d rug .”(#7)

Instead of t rying to e xamine and  cure the  mu ltit ude  o f psycho/socio/economic ills 
th at  con tribute to the  basic causes of dru g abuse, it is more  prod uctiv e for this  
subcomm ittee  to spend time  and  ene rgy  in carefully  planned hearings and in a 
review and  revision of the  Controlled Substances Act to deal with thi s problem.

Chemical abuse is a ter rify ing  prosp ect; the  ingred ients are  available; readily 
combinable  and  easily saleble. As more compounds are  discovered in our indu stria l, 
medical and  rese arch  laboratories th er e will be many new, potent  su bsta nces avai la
ble to thos e individuals who wish to get high. It is in the bes t in ter es t of all of us 
th at  t he  subcommittee  makes plain its  firm  intent ion  to ha lt the  spread  of th is new 
disease and  o the rs like it.
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AU—Jones,  R. S.
TI—A review of tranquil lisati on  and sedation in larg e anim als.
SO—Vet. rec. 90. 22. P613-7. 27 May 1972.

105

AU—Sperling , A.
TI—Analysis of hal lucinogenic  drugs.
SO—J. chrom atogr. sci. 10. 5. P268-75. May 1972.

106

AU—Ham mar , C. G.; Ho lmstedt , B.; Lindgren, J. E.; Tham,  R.
TI—The combination of gas  chromatogra phy and  mass spectro metry in the identi 

fica tion of drugs and metabolit es.
SO—Adv. Pharm acol . 7. P53-89. 1969.

*
107

AU—Winters, W. D.
TI_ Ne uro pha rmaco log ica l stud ies and pos tula tes on exc itat ion  and depre ssion in 

the centr al nervous system.
SO—Recent adv. biol. psychiatry . 9. P313-45. 1966.

108

AU—Kuncl, R. W.; Meltzer, H. Y.
TI—Pathologic effect of phencycl idine  and  re str aint  on ra t ske leta l muscle str uc 

tur e: Preven tion  by prio r denervation .
SO—Exp. neurol. 45. 2. P387-402. Nov. 1974.
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109
AU—Rainey,  J . M., Jr .; Crowder, M. K.
TI—Letter: Ketamine or phencyclidine.
SO—JAMA. 230. 6. P824. 11 Nov. 1974.

110
AU—Chan, M. L.; Whetsel l, C.; M cChesney, J. D.
TI—Use of high pressure  liquid  chromatography  for the  sep ara tion of drugs  of 

nbusc
SO—J. Chromatogr. Sci. 12. 9. P512-5. Sept. 1974.

*
111

AU—Kessler , G. F., J r.;  Demers, L. M.; Berlin , C.; B rennan , R. W.
TI—Lette r: Phencyclid ine and f ata l status  epilepticus.
SO—N. Engl. J. Med. 291. 18. P979. 31 Oct. 1974.

112
AU—Goode, D. J.;  Meltzer, H. Y.
TI—Gytotoxic effects of imi pramin e on platelet s.
SO—Biochem. pharmacol. 23. 18. P2629-35. 15 Sept. 1974.

113
AU—Stunkard , J. A.; Miller, J. C.
TI—An out line guide to g eneral anesthe sia  in exotic species.
SO—Vet. med. small  anim. clin. 69. 9. P l 181-6. Sept. 1974.

114
AU—Consroe, P. F.
TI—Specific pharmacological ma nageme nt of acu te toxic ity due to psychedelic) 

drugs.
SO—Ariz. Med. 29. 12. P920-5. Dec. 1972.

PSYCHOLOGICA L ABSTRACTS

The following abs trac ts were obtained thr ough a com pute r and ma nual search of 
issues of Psychological Abs tracts from 1967 throug h March, 1978. Twenty of the  
listed  items perta in to hum an and  th e rem ain ing  thir ty- fou r abstracts rel ate  to 
animal studi es. Only those  re por ts in Englis h are  included.

Hu ma n Studies
DOC year: 1977 vol. No. 58, abs tra ct No. 01817:

Out-patie nt clinical experience in a com munity  drug abuse program with phency
clidine abuse.

Bolter, Ar thur ; Heminger, Alan; Mart in,  Gale; Fry, Moira.
Project Eden,  Inc., Hayward, CA.
Clinical Toxicology, 1976, vol. 9(4), 593-600.
Project Eden  is a paraprofe ssion al com mun ity drug-abuse couns eling  program 

developed in the Hayward are a of Cali forn ia. It offers a range of services which 
include (a) 24-hr switchboard, drop-in  c en ter , overdose rescue, and phone counseling;
(b) indiv idua l and  g roup counseling; (c) residential tre atmen t for narc otic  addicts;  (a) 
community and  school educat ion; and  (e) a lte rnati ve  activiti es for youth. The  coun- *»
seling model employed relies  on the  cl ient ’s motivation  toward exa min ing  presen t 
behavior and  its consequences; choice amo ng tre atmen t options (individual or group 
counsel ing, referra l to residen tial  trea tm en t, ref erral to ano the r, more suitable  
agency, or no tre atm en t at all) is mad e join tly  by clie nt and  counselor  at  init ial 
meetings. Phencycl idine  (PCP) has been a major drug of abuse in the  Hay war d are a 
for a longer tim e tha n in most oth er areas of th e US. S tati stic al inform atio n on 158 
clients of Project Eden, whose majo r drug  of abuse  was PCP, is summar ized , and a 
typical case rep ort  is included. Subjective impressions of those  counselors working 
with  PCP clients  suggest tha t, because PCP  creates  a rela tive ly ne ut ra l sta te when 
smoked, it is m ost likely  to be a prob lem for those  t rying to  escape negativ e feelings 
about self or others. The drug  also seems to create  a stro ng psychological depen
dence: even thos e who are  most high ly motivated to cease using  the  dru g have  a 
difficult tim e giving i t up.
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Language: Engl. Classification: 33.
Subject Terms: Outpa tie nt Tre atm ent , Community Services, Tranqu iliz ing Drugs, 

Drug  Abuse, Drug Rehab ilita tion ; 35970, 10690, 53900, 15220, 15350.
Index Phrase: Paraprofessio nal  community drug abuse program, phencyclidine 

abuse, outpatients .
DOC year: 1977 vol. No. 58, ab stract  No. 01689:

Clinical manag ement  o f the phencyclidine  psychosis. 

w Luisada , Pau l V.; Brown, Bernard I.
St. Elizabeths Hosp., Wash ingto n, D.C.
Clinical Toxicology, 1976, vol. 9(4), 539-545.
Phencyclid ine (PCP) psychosis is a schizophreniform disorder  which appears  in 

some individuals aft er  PCP  use; it is cha ract erized by the appeara nce  of cardi nal

> signs of schizophrenia and  unpredictable  aggressive  behavio r which may per sist  for
days or weeks withou t fu rth er  exposure to the  drug. The pre sen t paper descr ibes the 
clinical course  and  manag em ent  of PCP psychosis, drawin g from the  au thors’ expe
rience in tre ati ng  more th an  100 cases on an inp ati en t psyc hiat ric ward. The course 
of the  treate d psychosis presen ts 3 dis tinct phases: (a) violent psychotic behavior 
persisting for abo ut 5 days, (b) restless and  unp red icta ble  behavior  for app rox imate
ly 5 more days, and  (c) rap id personality rei nte gra tion and  rapid improvement in 
tho ught disorder and  parano ia over the  fina l 4 days. The  init ial pic ture  resem bles 
paranoid  schizophrenia , wi th cata tonic excitem ent  and  inapprop ria te aut isti c beh av
ior; this phase  rep resents a psychiatr ic emergency and  invaria bly  require s inpa tie nt  
psyc hiat ric treatm ent. Chlo rprom azine is the  ant ipsychotic medication  of choice, 
with  the  daily  dose star tin g at  400 mg /day and  incre ased  by 200 mg /da y un til  a 
maximum  daily  dose o f 1,600 mg has been reached. About one-fourth of th e pa tie nts 
tre ate d for PCP psychosis re turn  abou t a year  la ter with schizophrenic psychoses in 
the  absence of dru g use. The autho rs’ experience, tog eth er with earli er findings, 
suggest an indiv idual sen sitivity  to PCP, related in some way to schizoph renia.

Language: Engl. Classi fication: 33.
Subject Terms: Toxic Psychoses , Tran qui lizing Drugs, Drug T herapy, Chlorpro ma

zine, Drug Abuse; 53600, 53900, 15380, 08990, 15220.
Index Phra se: Clinical course & m ana gem ent  with chlorprom azine , phencyclidine 

psychosis.
DOC year: 1977 vol. No. 58, ab stra ct No. 01314:

Psychia tric sequelae  o f phencycl idine abuse.
Fauman , Beverly; Aldinger , Glenn; Fauman,  Michael; Rosen, Pete r.
U. Chicago Hosps. and Clinic.
Clinical  Toxicology, 1976, vol. 9(4), 529-538.
Describes the  cases of 7 young adu lts  in whom phencycl idine  (PCP) produced a 

psychosis of several wee ks’ dura tion . Desc riptions of th e patients ' premorbid person 
alit ies  resemble descrip tions of LSD and  ma rih uana  use rs who experienced pro 
longed psyc hiat ric difficulty. It is noted th at  the  psychosis produced can often  be 
recognized as a “ha lluc inogen ” psychosis. Certain fea tures of the  PCP psychosis, 
namely the  neurologic abno rma litie s, dose- relate d sev erity of symptoms, and  reg u
lar ity  of the length  of il lness , are  not noted with  oth er  psychedelic drugs, lead ing to 
the  conclusion th at  PCP psychosis is a drug effect ra th er  tha n a brie f functio nal  
psychosis precip itated by the  dis inte gra ting  PCP expe rience. However, the  inf re
quent  occu rrence of psychosis in the  (app aren tly)  larg e exposed popu lation sti ll 
suggests th at  thi s is a  combinat ion of drug  effect and  vuln erab le, pathologic person 

ality . (24 ref.)
Language: Engl. Classi fication: 32, 10.
Subject Terms: Young  Adults,  Per son ality Tra its,  Toxic Psychoses, Tra nqu ilzing 

Drugs, Drug Abuse; 57320, 37860, 53600, 53900, 15220.
Index Phrase: Pre morbid  personalities & fe atu res  of phencylidine-induced psycho- 

« sis, young ad ults.
DOC year: 1977 vol. No. 57, Abs trac t No. 05755:

Phencyclid ine toxicity: Animal tra nquil ize r react ions .
Malcolm, Robert; Kee ler, Martin  H.; Miller, William C.
Medical U. of  South Carolina.

a  Diseases of the Nervous System, 1976, Oct. vol. 37(10), 590-592.
Reports  a case study of a 22-year-old male hosp italized for 8 days because of his 

confused sta te res ult ing  from the  abuse of an ani ma l tranquil izer : the  dru g was 
lat er  identif ied as phencyclidine.  Discussion focuses on the  histo rical develop men t of 
phencyclidine  use: its beginnings as a surgical ane sthetic , its use as an experim ent al 
psychotomimetic, and  its presen t s tat us  a s a  d rug  of  abuse.  (21 ref.)

Language: Engl. Classi fication: 29.
Subject Terms: Drug  Abuse, Anesthe tic Drugs, Case Report; 15220, 02490, 07790.



Index  Phra se: History of phen cycl idine & report of phencyclidine toxicity , 22-year- 
old m ale hospital ized following d rug  abuse.
DOC year: 1976, vol. No. 56, a bs tra ct No. 07532:

PCP revisited.
Per ry, David C.
PharmC hem  Research Foundation , Palo  Alto, CA.
PharmC hem  News letter, 1975, Nov. vol. 4(9), 1-7.
Traces the  histo ry of th e use of phencycl idine  (PCP), t he  ala rm ing  increase in its 

misuse, diagnosis of and tre atmen t for PCP intox ication, result s of clin ical studies of 
PCP users,  and  contaminants  a nd rel ate d compounds. The psychological and physio
logical effects of the  drug  are detailed, including ear ly intoxica tion, perceptua l 
distortion,  a nd subsequent depre ssion , irri tat ion , and  occasional  parano ia.

Language: Engl. Classificat ion: 26.
Subject Terms: Drug Effects, Dru g Usage, Anesthe tic Drugs, Dru g Rehabilitation ; 15300, 15400, 02490, 15350.
Index  Phrase:  Phencyclidine, psychological and physiological effects  and usage history and  d iagnosis  and tre atm en t.

DOC year:  1976 vol. No. 56, a bs tra ct No. 02264:
Drug  use and  analysis results: 1973-1975.
PharmC hem  News letter, 1976, Ja n.  vol. 5(1) 1-8.
Prese nts  da ta on tren ds in the  use and  effects of 4 majo r types of popular  illegal 

drugs: cannab is products , CNS stimu lan ts,  psychotomimetics, and  opia tes and mis
cellaneous substances. Use of m ost of these chemicals seems to hav e been relat ively 
con stant dur ing  the  past  2 years , although the  use of phencyclidine,  a psychotomi
metic, is increas ing. Instances of dilu tion , adu lterat ion , and mis representatio n of 
drugs sold on the  stree t are  descr ibed,  inclu ding the  most notable example which 
occurred dur ing  1973-1975—alleged amphe tam ine  samples. Tabu lar  da ta on 1,600 
samples  analyzed dur ing th e study perio d are  included.

Language: Engl. Classificat ion: 29, 90.
Subject Terms: Cannabis, Opia tes, CNS Stimu lat ing  Drugs, Psychotomimetic  Drugs, Drug  Usage, Drug Effects: 07440, 35430, 09870, 42150, 15400, 15300.
Index Phra se: tren ds in use and  effec ts of cannabis products and  CNS stim ula nts  

and psycho tomimetics and  opia tes and miscellaneous subs tances and dilu tion  and 
adult era tion and m isre presen tation of drugs sold on street .
DOC year:  1976 vol. No. 56, a bs tra ct No. 00951:

Elec troen cephalographic findings in phenc yclidine intox ication.
Stockard, Jam es J.; Werner, Sa rah S.; Aalbers, John  A.; Chiappa, Kei th H.
Univer sity  Hosp., EEG Lab, San Diego, CA.
Archives of Neurology, 1976, Mar. vol. 33(3), 200-203.
EEG findings in a 25-year-old com atose  male  w ith phencycl idine  (Sernyla n) intox i

cation  were  similar  to EEG in deep  ket amine  ane sthesia, sugg esting intoxication  
with a ketamine-re lated (phencyclohexylamine) drug. It is concluded th at  an electro- 
clinical presen tation similar  to the one described in this case might  be ant icip ated  
in b oth ket amine  and phencycl idine  intoxicat ion. (20 ref.)

Language: Engl. Classification: 32.
Subject Terms: Coma. Elec troencep halography, Drug Adverse Reactions, Anes

the tic Drugs, Case Report: 10450, 16530, 15250, 02490, 07790.
Index Phra se: EEG findings in phencycl idine  intox icat ion, 25-year-old comatose  male.

DOC year: 1976 vol. No. 56, abs tra ct No. 00631:
Drugs of abu se in the  fu ture .
Shulgin,  A lexander  T.
Clinica l Toxicology, 1976, Aug., vol. 8(4), 405-456.
Explo res a possible approach  to th e problem of drug abuse, based on an out line  

which ant icipat es the  chem ical and  pharmacological  directions toward which the  
drug-orie nted  subc ultu re mig ht tu rn . From the  main  class ifica tions  of d rugs which 
have abus e rea lity  a nd abuse po ten tia l—opiates, stimu lan ts, depress ants, and hallu 
cinogens—the  commonly known and used drugs, as well as thei r new and experi
menta l deriv ative s, are  described , and thei r methods of derivat ion and effects are 
detai led. Among the  opiate s are mor phine,  heroin, and the baine and  the  derivative s 
acetorphine, ethorpine , cyprenorphine, methylmo rph ana n, meperid ine,  and Fen
tany l. The  sympathomimetic (stimu lan t) agen ts include amphe tam ine , me tham phe
tam ine , methylphenidate,  phe nm etrazine,  levophace topera ne, fene thylline, ephe 
drine, and  ecgonine. Among the dep res san ts described are phenobarb ital , metharbi- 
tal,  glu teth imide,  methaqua lone , and phencyc lidine.  The hal lucinogens include psi
locybin, harma line, mescaline, and  atro pine. The possibi lity th at  some prescrip tion 
and over -the-counter drugs (e.g., dextro methorph an)  may become fu ture  abuse prob-
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lems is explored, and  a list  of controlled subs tances and rec ent  addi tions or rec lass i
fications is included. (92 ref)

Language: Engl. Classi fication: 29.
Subject Terms: Drug Abuse; 15220.
Index  Phrase: Drug abus e in future.

DOC year: 1976 vol. No. 55 abstr ac t No. 07363:
Prolonged psychosis at tribu ted  to phencycl idine: Report of th ree cases.
Rainey, Joh n M.; Crowder, Miles K.
Wayne Sta te U. Medical School.
American  J ournal of Psych iatry, 1975, Oct., vol. 132(10), 1076-1078.
Reports that  aft er ingest ing str ee t drugs, 3 young men developed schizophreni 

form psychoses, analg esia , anesthe sia , and amnes ia for the  psychotic state. Excep t 
for thei r unusually long durat ion  of 2-4 wks, the se reac tion s resembled phencycl i
din e psychoses. The au thors could find no info rmation  on phencyclidine in ha nd 
books on d rug abuse.

Classificat ion: 32.
Subject Terms: Drug Effects , Psychosis, Anesth etic  Drugs , Drug Abuse; 15300, 

41910, 02490, 15220.
Index Phrase: phencyclidine-induced prolonged psychosis af ter  ingest ion of str ee t 

drug s, young males.
DOC year: 1976 vol. No. 55 abs tra ct No. 04843:

Phencyclid ine poisoning.
San Francisco General  Hosp ital,  Division of Cl inical Pharmaco logy, Medical Serv

ice, California.
JAMA: Journa l of the American Medical Association. 1975 Nov. vol. 234(5),

512- 513.
Reports two cases of phencyclid ine-intox icated pa tie nts  who exhibited bizarre  

combinations of dis orientatio n, hal lucination, agit atio n, and  dysk inetic motor  activi
ty. Supportive  care  and  reduct ion of sensory stim ula tion were the  basis for manage
me nt of the  symptoms.

Classification: 32.
Subject Terms: Toxicity, Drug  Adverse  Reac tions,  Medical Pat ien ts, Anesth etic  

Drugs, Drug Abuse; 53610, 15250, 30360, 02490, 15220.
Index  Phrase: Symptoms and the ir management , phencycl idine  hydrochloride- 

intox icated patients.
DOC year: 1976 vol. No. 55 ab str ac t No. 04825:

Phencyclidine:  Nine  ca ses of poisoning.
Liden, Craig B.; Lovejoy, Freder ick H.; Costello, Ca the rine E.
Harva rd Univers ity Medical School, Boston.
JAMA: Jou rnal of the American  Medical Associa tion. 1975 Nov. vol. 234(5),

513- 516.
In nine  cases of phen cycl idine hydrochlor ide poisoning in pat ien ts aged from 10 

mon ths to 26 years,  ear ly signs  of overdose included drowsiness, nystagmus, miotic 
pupils , blood pressu re elevatio n, increased deep tend on reflexes, atax ia, anxiety , and 
agit atio n. In more severe cases, seizures, spastic ity, and  opisthotonos were seen in 
addi tion to deep coma and  resp iratory  depression.  Trea tm en t included removal by 
emet ics or lavage, hyd rat ion , and  a quiet , rea ssuring env iron ment. Spast icity , agita 
tion , and ocular ma nifesta tion s responded to diazepam. Psy chiatri c inte rventio n was 
ins titu ted  after the  pat ien ts were  stable  and no longe r a gitated. (19 ref.)

Classification: 32.
Subject Terms: Toxicity , Anesthe tic Drugs,  Symptoms, Drug Adverse Reactions, 

Drug  Abuse, Drug Rehab ilita tion ; 53610, 02490, 51140, 15250, 15220, 15350.
Index Phrase: Ear ly signs  of overdose and tre atm en t, phencyclid ine hydrochlor ide 

poisoning, patients.
DOC year: 1975 vol. No. 53 ab str ac t No. 06856:

Phencyclidine (PCP).
Nati ona l Clea ringh ouse  for Drug Abuse Informat ion.
Rockville, MD.
Nati ona l Clea ringh ouse  for Drug Abuse Info rma tion, Rep ort Series. 1973 Apr. ser. 

14(1), 11 p.
Describes the  pharmacolo gy, chemistry , clinical effects, uses, and tre atmen t uses 

of phencyclidine (PCP). A num ber  of a rtic les  are reviewed to show the  d rug ’s hist ory  
and  legal status,  and the  tre atmen t of acute intoxica tion with PCP. (43 ref.)

Classificat ion: 06.
Subject Terms: Anesthet ic Drugs, Pharmacology, Drug Effects, Drug The rapy , 

Drug Laws, Chemist ry; 02490, 38070, 15300, 15380, 15330, 08560.
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Index Phra se: phencyclidine, pharmaco logy and  c hem istry and  c linical effects and 
uses and tre atmen t uses and  his tory and  legal sta tus  and  tre atmen t of acute intoxication .
DOC year : 1975 vol. No. 53 abstr ac t No. 04683:

Phencyclidine  (PCP).
PharmC hem  N ewsletter . 1972 vol. 1(1), 2-3.
Pre sen ts the results of an analysi s of 30 str ee t samp les of drugs  o rigina ting in the  

San Francisco  a rea dur ing 1972. A rep or t on the  pharmacology , history,  effects, and 
metabolism of phencyclidine  (PCP) which apparen tly  is increasing in the illici t drug  
ma rke t is p resented.

Classification: 06.
Subject Terms: Pharmacology, Drug Effects, Drug Usage, Metabolism, Psychoto

mimetic Drugs; 38070, 15300, 15400, 31000, 42150.
Index Phrase: Phencyc lidine, chemical con ten t of str ee t drug s and  pharmacology 

and  h isto ry and  effects and metabolism .
DOC year: 1974 vol. No. 52 ab str ac t No. 09541:

Psychotomimet ics as anticho line rgic  agen ts: I. 1-cyclohexylpiperidine derivatives: 
Antich olin este rase  ac tivity a nd ant ago nis tic  ac tivi ty to acetylcholine.

Maayoni, Saul,  e t al.
Tel-Aviv U niversity , Israel.
Biochemical Pharmacology. 1974 Apr. vol. 23(8), 1263-1281.
Foun d th at  phencyclidine (Sernyl) and 10 of its derivatives, known for the ir 

psychotomimetic activity, were potent  competit ive inh ibitors  of butyrylcholines ter- 
ase and  acetylcho lines terase. The cor relation  between the ant icholines terase  activi
ty and the  CNS activ ity and  the  str uc tu ra l rela tion  of the drugs to agonists and 
antago nis ts of the cholinergic system ar e discussed. (52 ref.)

Classification: 06.
Subject Terms: Acetylcholines terase , Anesth etic  Drugs, Drug Effects, CNS Affect

ing Drugs: 00440, 02490, 15300, 09840.
Index Phrase: phencyc lidine and its  derivative s, competit ive inhibition of 

butyry lcholin este rase and  acetylchol ines terase.
DOC year: 1974 vol. No. 51 abstr ac t No. 08736:

Phencycl idine  (PCP): Another illic it psychedelic drug.
Reed, A lan; Kane, Andrew W.
Medical College, Wisconsin, Milwaukee.
Journa l of Psychedelic Drugs. 1972 fa ll vol. 5(1), 8-12.
Pre sen ts a bri ef histo ry of the  clin ical  and  str ee t use of phencyclidine.  The 

physiological effects of the  drug are noted to vary widely with  dose, from alcohol
like intoxica tion at  low doses to  ana lge sia  and  ane sthesi a at  large doses. The effects 
on psychological functioning app ear  to be progressive dis integration with the  5 
report ing  decreasing abili ty to int eg rate his experiences and  sensations. Ss reported 
increasing  apath y and feelings of isola tion. Research com paring the state produced 
by phencycl idine  with that  of schizo phre nia is noted. Clinical ma nag em ent  of phen
cyclidine intoxica tion is outlined. (29 ref.)

Classif ication : 06.
Subject Terms: Psychedelic Drugs, Dru g Effects: 41320, 15300.
Index  Phrase: Phencyclidine, physiological effects and  effects on psychological functioning.

DOC year: 1974 vol. No. 51 abstract  No. 05566:
Phencycl idine  induced psychosis: The need to avoid unnecessary sensory  influx.
Stein , J ac k I.
Mil itary Medicine. 1973 Sept. vol. 138(9), 590-591.
Describes  the  case of a 19-year-old ma le who had inges ted 50 table ts of phencycl i

dine,  an hallucinogen. He was admi tted to the  hosp ital  unconsc ious, with blood 
pre ssure of 200/80, constr icted pupils , and incre ased  respirato ry rate. Neurological 
exa min atio n showed anesthe sia to pin pricks, depressed deep tendon reflexes,  and 
reactive  pupils 3 mm in diam eter . Du ring the  firs t 3 days of h osp itali zatio n, behav
ior was charac teri zed  by an erratic  me nta l sta te,  blan k sta ring, and  in the  presence 
of family or staff , he was physically aggressiv e and had to be res tra ine d. Inappropr i
ate  affect, loss of time orienta tion , aggre ssion , and  regressive behavior were also 
evident. 100 mg of chlorpromazine was adm inis tere d four times daily , and  with in 36 
hours,  the  pa tie nt  had return ed to normal . Daily group the rap y and  occupational 
the rap y sessions were initi ated , and he was discharged af ter  18 days. Unl ike trea t
men t for oth er  hallucinogenic-induced psychoses, the  importa nce  of avo iding  unnecessary senso pr influx is st ressed.

Classification: 15.
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Subject Terms: Case Report, Drug Effects, Anesthetic Drugs, Toxic Psychoses, 
Trea tmen t Effectiveness Evaluation : 07790, 15300, 02490, 53600, 54160.

Index Phrase: sensory influx during  treatment, phencyclidine induced psychosis, 
19-year-old male.
DOC year: 1973 vol. No. 49 abstract No. 02810:

Ketamine (“ketelar”): A safer anaes thetic  for ECT.
Brewer, C. L.; Davidson, J. R.; Hereward, S.
Midland Nerve Hospital, Birmingham, England.
British Journal of Psychiatry. 1972 Jun e vol. 120(559), 679-680.
Reports tha t ketamine, a recently introduced phencyclidine derivative, has the 

important advantages of relatively good preservation of swallowing and cough re
flexes plus rapid absorption following intramuscular injection. It does not markedly 
depress respiration  and usually  raises blood pressure. Muscular  tone may also be 
increased tending to prevent airway  obstruction. These advantages were confirmed 
on a tria l with 28 West Indian patients,  while the  reported disadvantage of recovery 
hallucinations  was not found.

Classification: 15.
Subject Terms: Electroconvulsive Shock Therapy, Anesthetic  Drugs; 16500, 02490.
Index Phrase: Ketamine as ECS therapy anaesthetic, West Indian patients.

DOC year: 1972 vol. No. 48 abstract No. 05324:
The effects of drugs on objective measures of thought disorder in schizophrenic 

patients.
Payne, R. W.
Pennsylvania Psychiatr ic In stitu te, Philadelphia.
Psychopharmacologia. 1972, vol. 24(1), 147-158.
Distinguishes three  separate  and possibly independent syndromes among schizo

phrenic  patients. “Process schizophrenics” are character ized by a  relatively low IQ, 
general psychomotor reta rdat ion,  a slow RT, perceptual underconstancy,  concrete
ness, and distractibility . Many of these  specific defects can be produced in normals  
by phencyclidine. No known drug (e.g., the phenothiazines) has been shown to 
improve all these dysfunctions significantly in schizophrenics. “Psychotic anxiety  
reaction” describes the thinking disturbances found in many reactive schizophren
ics, consisting of a tendency to produce unusual responses in a wide range of 
experimental situations, accompanied by an unusual degree of “perceptual constan
cy.” These behavioral abnormalities might be due to the disruptive effects of a very 
high level of anxiety, and might  be alleviated by depressant drugs. “Overinclusive 
psychosis,” characterizes a minori ty of hyperact ive schizophrenics and some manic 
patients, who seem to use unusually broad and vaguely defined concepts in thei r 
thinking. LSD may induce this type of thinking  in normals, and it is possible tha t it 
may respond to phenothiazine medication. (29 ref.)

Classification: 15.
Subject Terms: Tranquilizing  Drugs, Drugs/, Drug Therapy, Schizophrenia, Think

ing, Psychosis; 53900, 15440, 15380, 45440, 52880, 41910.
Index Phrase: Phenothiazines  and depressant drugs, objective measures of 

thought disorders, schizophrenics with process versus psychotic anxiety reaction vs. 
over inclusive psychosis.
DOC year: 1969 vol. No. 43 ab stract No. 14450:

Effects of MAO inhibitors and parachlorophenylalaine in longitudinal sleep 
studies.

Wyatt, Richard et  al.
Nationa l Institute of Mental Health,  Bethesda, Md.
Psychophysiology. 1968, 5(2), 209-210.
Obtained polygraphic sleep profiles longitudinally (30-100 nights) before, during  

and afte r human Ss were given trial s of, parach lorophenylalanine (PCP) and monoa
mine oxidase inhibitors (MAOI). PCP (up to 4 gm/day) in four carcinoid patients 
eventua lly produced marked REM suppression with only moderately reduced total 
sleep. No evidence of REM rebound was seen up to 3 week postdrug, but this 
interval was required for REM to r eturn to base line levels. With varying dosages of 
several MAOI in two normal controls and two depressed patie nts slight increases in 
REM tended to appea r initially, whether  related to time course or dosage level. 
Moderate to complete REM suppression developed afte r about 1 week and on full 
thera peut ic dosages in all cases. Delayed REM rebound appeared  to occur post drug 
in thre e of four cases, this being quite marked in tha t patient with the most 
complete suppression, and suggestive in the two controls.

Classification: 15.
Subject Terms: Drug Therapy , Sleep, Eye Movements, Disorders/ , Hormones; 

15380, 47820, 18930, 14520, 23260.
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Index Phrase: Monoamine oxidase inhibitors & parachlorophenylalanine, REMclppn ponnifiQ
DOC year: 1967 vol. No. 41 abst ract  No. 10609:

Effect of Phencyclidine in Chronic Schizophrenics.
Itil, T.: Keskiner, A.; Kiremitci, N.
University Missouri School of Medicine.
Canadian Psychiatric Association Journal . 1967, 12(2), 209-212.
There were significant clinical and EEG differences in response to phencyclidine •

between lobotomized and nonlobotomized schizophrenic groups. The inability of 
lobotomized patients to exhibit marked phencyclidine effects in comparison to those 
seen in nonlobotomized SS suggests tha t the thalamocortical integra tive mechanism 
may be necessary to produce typical phencyclidine response. Clinical and EEG 
resul ts suggest th at it is possible phencyclidine acts on the thalamocortical system, *
as has already been reported. Resistance to drug trea tme nt in some patients might 
be linked to impaired thalamocortical integra tive functions due to the disease 
process or exogenous factors. Thiopenta l EEG investigations and therapeutic trials 
with these various groups of patients  also substan tiate this hypothesis.

Classification: 15.
Subject Terms: Antischizophrenic Drugs, Schizophrenia, Trea tment/,  Chronic 

Schizophrenia, Drug Therapy, Brain Lesions, Electroencephalography; 03210, 45440,
54190, 09200, 15380, 06830, 16530.

Index Phrase: Phencyclidine, clinical and EEG changes, lobotomy, chronic schi
zophrenics.

Anima l Studies
DOC year: 1978 vol. No. 59 ab stract No. 00656:

Interac tions between D-sup-9-tetrahydrocannabinol and phencyclidine hydrochlo
ride in rats.

Pryor, G. T. et  al.
Stanford Research Ins titute Menlo Park,  California.
Pharmacology, Biochemistry and Behavior. 1977 Ja n. vol. 6(1), 123-136.
In five experiments, Delta-sup-9-tetrahydrocannabinol (THC; 2.5, 5.0, 10.0 mg/kg, 

orally) impaired avoidance and rotarod performance and caused bradycardia and 
hypothermia in male Fischer rats. Phencyclidine (PCP; 1.25, 2.5, 5.0 mg/kg, ip) 
impaired avoidance and rotarod performance and caused a marked increase in 
photocell activity. When combined, the depressant properties of each drug were 
enhanced, and the stimula tion of photocell ac tivity caused by PCP was antagonized 
by THC. Tolerance to many of th e effects of 10 mg/kg THC and its in teractions  with 
PCP followed subacute treatm ent  for 6 days, whereas many of the effects of PCP 
were enhanced after subacute trea tme nt with a dose of 2.5 mg/kg. Open-field 
behavior was affected by each drug alone and in combination in a similar way as 
photocell activity, but the depression caused by the ir interaction was grea ter; both 
drugs caused an increase in urina tion. Response ra tes on an FR-10 schedule of food 
reinforcement were decreased by 2.5 mg/kg PCP, but not by 5 mg/kg THC; the 
combination caused greater response suppression than either drug alone. The func
tional interactions between THC and PCP were not related to changes in the 
concentrations of -sup-l-sup-4C or -sup-3H in plasma or brain  derived from -sup-1- 
sup-4C-THC and -sup-3H-PCP, respectively. (87 ref.)

Language: Engl. Classification: 26.
Subject Terms: Tetrahydrocannabinol, Anesthetic Drugs, Animal Open Field Be

havior, Rats, Response Frequency, Drug Effects, Urination, Photoreceptors; 52470,
02490, 02825, 42930, 44240, 15300, 55070, 38430.

Index Phrase: Delta-9-tetrahydrocannabinol and /or phencycline, photocell activity 
and open field behavior and urina tion and response rates on reinforcement sched
ule, male  rats.
DOC year: 1977 vol. No. 58 abstrac t No. 11173: *

Phencyclidine-induced rotational behavior in rats with nigrostriatal lesions and 
its modulation by dopaminergic and cholinergic agents.

Finnegan, Kevin T.; Kanner , Marilyn I.; Meltzer, Herbe rt Y.
Univers ity Chicago, Pri tzker  School of Medicine.
Pharmacology, Biochemistry and Behavior 1976 Dec. vol. 5(6), 651-660. *
The periphera l administration of the psychotomimetic drug phencyclidine (PCP) 

induces a dose-related ipsilateral rotation in unila teral  substanti a nigra electrolyti- 
cally-lesioned rats. The three  experiments reported here show th at  the intensity of 
this rotation can be modulated in male Sprague-Dawley rats  by administration  of 
various dopaminergic and cholinergic agents. Injection of alpha-methylpara tyrosine 
methylester (125 mg/kg) or haloperidol (1 mg/kg) inhibited the ipsilateral circling 
behavior. Pimozide (1 mg/kg) also inhibited the rotation, but to a lesser extent. The
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anticho line rgic  age nt trih exy phe nidyl (5 mg/k g) potent iated, and  the  cholinomime
tic dru g areco line (5 mg/kg) depre ssed, the  rotation  induced by PCP (7.5 mg/kg). It 
is probable th at  PCP possesses sign ificant dopamine rgic and  anticho line rgic  pro per 
ties. The capac ity of PCP to induce rota tion  in thi s model may be rela ted  to its 
effec ts on dopam inergic and  cholinergic  neurons in the  ra t str iatum . Thus , PCP 
may  induce  rotatio nal  behavior by pot ent iat ing  dopaminergic  transmission, by 
blocking cholinergic activ ity, or both; both of these effects hav e been dem ons trated 
to be important in the  generat ion  of circling behavior in ra ts  with  nig ros tria tal  
lesions. (75 ref.)

Language: Engl. Classification: 26.
Subject Terms: Bra in Lesions , Rats, Stereotyped Behavior, Drug  Effects, Choliner- 

gio Blocking Drugs, Mesencephalon, Adrenergic Blocking Drugs , Anesthe tic Drugs, 
Chol inomimetic  Drugs: 06830, 42930, 49795, 15300, 09050, 30960, 01070, 02490, 09100.

Index Phra se: Dopaminergic and  cholinergic agents,  phenc yclidine-induced ro ta
tional behavior, male  r at s wi th nig ros tria tal  lesions.
DOC year: 1977 vol. No. 58 abst ract  No. 06621:

Captu ring a nd ma rking howler monkeys for f ield behaviora l studie s.
Scott,  Norm an J.; Scott, Alan F.; Malmgren, Linda A.
Un iversity New Mexico Museum of Southweste rn Biology.
Prima tes . 1976 Oct. vol. 17(4), 527-533.
Discusses methods for captu rin g and ma rking howler monkeys for ecological 

studies and compares systems for cap turing and  handlin g animal s. The effectiveness  
of phencyclidine hydr ochloride (Sernylan) and  succinylcholine chloride (SCC) is com
pared,  and  dosages are given  for howlers  and  capuchins. The  advanta ges of ke ta
min e over eth er  as a hold ing dru g a re  discussed.

Language: Engl. Class ificat ion: 21.
Subject Terms: Monkeys, Drug Effects, Exper imental Methods; 31900, 15300, 

18590.
Index Phra se: Methods for captu ring and  ma ting howler monkeys for field behav- 

ioral studi es
DOC year: 1977 vol. No. 58 ab str ac t No. 02973:

The  behav ioral  pharmacology of phencyclidine.
Balster , Rober t L.; C hait , L. D.
Virginia  Commonwealth University .
Clinical Toxicology, 1976 vol. 9(4), 513-528.
Discusses the  species specif icity of the  behaviora l effects of phencyclidine (PCP), 

compares these effects to those of other psychoact ive drugs, and  exam ines  what 
lit tle  is known about clin ically important inte rac tions between PCP and oth er drug s 
(pa rtic ula rly  ma rihuan a, CNS depressants , and  chlorprom azine ). Research on the  iv 
self- administ ration of PCP by monkeys is described, and  evidence on the  develop
me nt of tole rance to thi s drug  is summ arized. Im porta nt species differences  in 
response to PCP have  been reve aled  empirically, with sub huma n prim ates showing 
effects  most sim ilar  to those seen in man. Behavio ral studies suggest th at  PCP 
rep resents an ent irel y new clas s of psychoactive drugs, shar ing  some effects with  
rel ate d arylcyclohexylamines . Because very lit tle  research has  been conduc ted with 
PCP, it is recommended th at  stud ies be conducted on the effects  of the  drug on 
learne d behavior, on int era ctions of PCP with oth er  drugs of abuse , on potent ially 
usefu l antagonis ts of P CP, and on beha vioral and  pharmacological  deter minants  of 
PCP reinfo rcement. (33 ref.)

Language: Engl. Classification: 26.
Subject Terms: Drugs /, Drug Effects, Ma rihuana,  CNS Affec ting Drugs, Chlorpro

mazine, Comp arative Psychology, Pharmacology: 15440, 15300, 29550, 09840, 08990, 
10720, 38070.

Index  Phrase:  Phencycl idine , species specific ity of b ehavioral effects and com par i
son to effects of other  psychoact ive drugs  and inte rac tions with ma rih uana  a nd CNS 
dep ressan ts and ch lorpromazine.
DOC year: 1977 vol. No. 57 ab st ract  No. 12394:

Disc riminable s timuli produced  by hallucinogens.
Kuhn, D. M.; White,  F. J .; Appel,  J . B.
University S outh  C arolina  Behav iora l Pharmaco logy Laboratory.
Psychopharmacology Communic ations . 1976 vol. 2(4), 345-348.
Reviews stud ies on the discrim inative  stim ulus proper ties  of LSD, psilocypin, 

mescaline , dit ran , and phencycl idine (PCP). Tra nsf er tes ts and  anta gonism stud ies 
with hum ans  suggest th at  (a) t he  abili ty of a  hallucinogen  to serve  as a discrimin a
tive  stim ulus per se does not ind icat e hallu cinogenic  liab ility  in man;  (b) t he abi lity  
of a tes t drug to mimic the  stim ulu s proper ties  of a hallu cinogen in ra ts may be 
depend ent  on str uc tural sim ilariti es between the two; (c) t he  disc riminative  proper-
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ties of LSD and  possibly mescaline  appear to be med iated  by 5-hydroxytryptam ine 
(5-HT) receptors;  however, it mig ht be more accura te to at tri bu te  the  mediation of 
stim ulus proper ties  of LSD to  an LSD rece ptor  ra th er  t ha n a 5-HT recep tor; and (d) 
the  disc riminative  stim ulus pro per ties  of dit ran are  rela ted  to its antichol inerg ic 
propertie s. (15 ref.)

Language: Engl. Classificat ion: 26.
Subject Terms: Li teratu re Review, Stimulus  Discr imination , Drug Effects, Lyser

gic Acid Diethylamide, Psilocybin, Mescal ine, Hallucinog enic Drugs; 28580, 49950, 
15300, 29070, 41310, 30950, 22160.

Index Phrase : LSD and psilocybin and  mescaline and  di tra n and  phencyclidine, 
disc riminative  st imu lus properties, review.
DOC year: 1976 vol. No. 56 abstr ac t No. 07521:

Dopaminergic effects o f phen cycl idine in ra ts with  n igr ost ria tal  lesions.
Kan ner , Marilyn; Finn egan , Kevin; Meltzer, He rbe rt Y.
University  Chicago, Pri tzk er School of Medicine.
Psychopharmacology Communications,  1975 vol. 1(4), 393-401.
Phencycl idine  (2.5-15 mg/kg, ip) produced a dose-dependent ips ila teral rota tion  in 

male Sprague-Dawley rat s with  un ila ter al subst ant ia nig ra lesions. Find ings  suggest 
th at  phencycl idine  may be act ing by increasing the  ava ilab ility  of dopam ine on the  
intact  side of a  unil aterally-les ioned subs tan tia  nig ra ra t and  th at  the  response can 
be m odulated by a lterat ion s in the  cholinerg ic system.  (25 ref.)

Language: Engl. Classificat ion: 26.
Subject Terms: Anes thetic Drugs, Drug  Effects, Brain Lesions, Dopamine, Neuro

chem istry ; 02490, 15300, 06830, 14950, 33680.
Index Phrase: Phencyclidine and  nig rostr iat al lesions, dopamine availability , male 

rats.
DOC yea r: 1976 vol. No. 56 ab stract  No. 07494:

The effects of some drugs on an evoked respo nse sensi tive to 
tetr ahydrocannab inols.

Boyd, Eugene S.; Boyd, E leanor  H.; Brown, Lawrence C.
U. Rochester School of Medicine an d Dentistry.
Jo urna l of Pharm acology and  Exper imental  Therapeu tics  1974 Ju ne  vol. 189(3) 

748-758.
Compared the  effects of sev era l drugs with  those  of Delta-super(9)- 

tetr ahy dro can nab ino l (THC) on response s evoked in fronta l lobe polysensory areas , 
ipsi- and  contr ala teral to the  stimu lus  site  in primary somatosensory cortex, in 
squ irre l monkeys with  postmesencephal ic or high spinal sections.  THC augm ented 
both the  ear ly evoked response and the  late evoked response, which occurred 
150-200 msec aft er the  stim ulus , and aug mented or induced repeti tive synchronous  
activity  af te r the  late  response. Pen tob arb ita l, ethano l, and diethyl ei ther  depressed 
both early  and  late  responses, while chlo rpromazine and  chlo ralose depressed late  
responses withou t consistent ly affecting ear ly responses. Mescaline had  effects simi
lar  to those of THC on late responses, bu t its effect on ear ly responses  was much 
less. LSD had litt le effect on ear ly responses but  depressed lat e responses at  high 
doses. Phencycl idine  also had lit tle  effect  on ear ly responses; it faci lita ted late  
responses at  low doses and depressed the m at  high doses. Picrotox in and  pentylene
tetr azol had effects similar  to, bu t grea ter  tha n, those of THC. Strych nine had 
variable, and  mostly smal l, effects on evoked responses . Gall amine, atropine, am
phe tam ine , leva rtere nol,  and me thoxam ine  were withou t effect.

Language: Engl. Classification: 26.
Subject Terms: Evoked Potential s, Dru gs/ , Drug Effects, Tet rahydrocannabinol, 

Monkeys, Lesions, Brain Lesions, Fron tal  Lobe; 18330, 15440, 15300, 52470, 31900, 
28200, 06830, 20440.

Index Phrase: Del ta-9 -tetrahyd rocannab inol  & oth er  drugs , responses  evoked in 
fron tal lobe, polysensory areas, squ irr el monkeys with  postmese ncephalic  or high
c n in n l  s p r t in r iQ

DOC year:  1976 vol. No. 56 abstr ac t No. 05660:
The effects  of phencyclidine on th e upt ake  of -sup-3H-catecholamines by ra t 

str ia ta l and hypotha lamic synap tosom es.
Garey,  Richard  E.; Heath,  Robe rt G.
Tulane U. Medical School.
Life Sciences 1976 May vol. 18(10) 1105-1110.
In tes ts of the  effects of the  psychotomimet ic agen t, phencycl idine  (PCP), on the  

uptake of -sup-3H-catecholamines by synap tosome-rich homogenates of ra t str iatum  
and hypotha lamus, PCP was shown to be a poten t, competit ive inh ibi tor  of both - 
sup-3H-dopamine uptake  in the st riat al  region and  -sup-3H-norepinephrine upta ke 
in the  hypotha lamus. Implication of the se findings are  discussed in ter ms of a drug-
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induced imba lance of t he  catechola mine rgic-cholinergic systems in those regions of 
the  brain  where activity  has  been correlated with emo tional expression. (22 ref). 

Language: Engl Classification: 26.
Subject Terms: Rats, Drug  Effects, Catecholamines, Psychotomimetic Drugs, Ne ur

ochemist ry, Hypothalamu s; 42930, 15300, 07920, 42150, 33680, 24080.
Index Phrase:  Phencyclid ine, up tak e of 3-H-catecholamines by str iat um  and  hypo

tha lam ic synaptosomes, rats .
• DOC year: 1976 vol. No. 56 a bs tra ct No. 03778:

The effects of phencyclidine, keta min e, d-am phe tam ine and  pen tobarb ital  on 
schedule-con trolled  behav ior in th e mouse.

Wenger, Galen  R.; Dews, P. B.
U Ha rva rd Medical School, L ab of Psychobiology.

* Jo ur na l of Pharmacology & Exper ime ntal The rapeut ics  1976 Mar. vol. 196(3) 
616-624.

Programmed the  response of 11 male C57BL mice breaking  a light beam  onto  a 
photocell to produce food acco rding to a multip le schedule  with alt erna tin g FR-30 
and  FI-300 sec components. Eac h of th e 4 drugs tes ted  produced an increase in ra te  
of responding; the  increase was prop ortiona tely  gr ea ter  at  low rat es  of responding 
than  a t higher  rates . Dex troa mphetamine (0.1-30 mg /kg  ip), ke tam ine  (1-180 mg /kg  
ip), and  phenc yclidine (0.3-30 mg /kg  ip) produced dose-related increase s in FI re
sponse rat es  but  decreases in FR rate s. The max imum increases in FI average  rat es 
were  to 1.83, 1.25, and  1.32 tim es the  control ra te  for am pheta mine d ' mg/kg),  
ket am ine  (100 mg/kg), and  phencycl idine  (3 m g/kg) , respectively. Phencycl idine  and 
ke tam ine  thu s showed some amphe tam ine-like effects  in the  mouse. Pen tobarb ita l 
(3 mg /kg  ip) increased both  th e FR and FI rates; higher  doses (up to 30 mg/k g) 
progressive ly decreased both FR and  FI response rate s. (26 ref).

Language: Engl Classif ication : 26.
Subject Terms: Drug  Effects , Dex troamph etam ine,  Pen tob arb ita l, Ane sthe tic 

Drugs, Mice, F ixed Interval  Reinforcement ; 15300, 13940, 37250, 02490, 31270, 19880.
Index Phra se: Phencycl idine  vs ketamine  vs dext roa mp het am ine  vs p entobarbit al, 

FI schedule-c ontrolled respo nding, male mice.
DOC year: 1975 vol. No. 54 ab str ac t No. 07015:

Dru g d iscr imination in rats : The effects of phencyclidine and  d itran .
Jarbe,  Torbjo rn U.; Johan sson, Ja n O.; Henriksson, Bengt G.
U. Uppsala , Sweden.
Psychopharmacologia 1975 vol. 42(1) 33-39.
In an  experim ent  with 58 male albino Sprague-Dawley rats,  choice responding in 

a T-maze was made con tingen t upon whether Ss expe rienced certa in drug  effects. 
Using a state-de pendent model, 8 g roups  of Ss received 1-6 mg /kg  of p hencyclidine 
(PCP), 8-12.5 mg /kg  of dit ran, or saline in in tra peritoneal inject ions.  Resu lts show 
th at  the  lower the  tra in ing dose, the  slower the  app ear anc e of the  dru g discrim ina
tive  formation . Tra nsfer tes tings with  ketamine  and  cyclo hexamine  showed th at  
the y were inte rchangeab le with PCP. The ord er of thei r relative potency was 
cyclohe xam ine>  PCP> ketamine . Atropine  tra nsferre d to dit ran . Admin istratio n of 
compounds not str uc turally  re lat ed  to the  tra in ing drugs did not show transfer. 
Pr et reatmen t with  parach lorpheny lalanine  or tet rab enazine  plus imipramin e did 
not ind icat e inhib ition  or antagonism in PCP -tra ined  Ss. Tac rine and especially 
physostigmine  effectively anta gon ized  the  d itran-in duced cues. Yohim bine and neos
tigm ine did not. (33 ref).

Classif ication : 06.
Subject Terms: Stimulus Disc rimination, Rats, Drug Effects, Tran qui lizing Drugs, 

Anesth etic  Drugs: 49950, 42930, 15300, 53900, 02490.
Index Phra se: Phencycl idine  & dit ran , drug d iscr iminat ion, male rats .

DOC year: 1975 vol. No. 54 ab st ract  No. 06931:
* The role of isometric musc le tens ion in the production of musc le toxic ity by 

phencycl idine  a nd re str aint  st ress .
Goode, David J.; Meltzer, Herbe rt Y.
U. Chicago, Pri tzk er School of Medicine .
Psychopha rmacologia 1975 vol. 42(1) 105-108.

•  A re str aint  cage with  a str ain gauge att ached to a movable roof to record  the  
isom etric  force exerted  by ra ts during restr aint  is described. In a stud y with  male 
Sprague-Daw ley rats, the  isom etric  activ ity score, an inte gra l of the  total upward 
force exerted  during restr ain t, corr elat ed sign ificantly with  plasma  cre atin e phos
phokinase (CPK) ac tivi ty following res tra int . Phencycl idine (5 m g/kg ) adm inis tere d 
int rap eri ton eally  to Ss 15 min prior to l/2-hr re str aint  produced muscle damage 
associate d with  large increase s of p lasm a CPK activ ity. Dose-response curves for the  
effects of phencyclidine on isom etric activ ity score and  plasma  CPK activity  were

33 -3 00  0 -  78 -  13
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essentially  parallel, and isometric activity scores were linear ly related to plasma 
CPK activity. Ss restra ined and painfully stimula ted on the tail developed both 
elevated isometric activi ty scores and elevations of plasma CPK activity. Slopes of 
the curves relating isometric activity to plasma CPK activity were identical for 
painfully stimulated and phencyclidine-treated Ss. It is concluded tha t increased 
isometric muscle tension developed during phencyclidine plus res trai nt is related to 
the production of muscle damage and increased efflux of CPK in rats.

Classification: 06.
Subject Terms: Drug Effects, Rats, Muscles, Toxicity, Physiological Stress, Anes

thetic  Drugs; 15300, 42930, 32580, 53610, 38710, 02490.
Index Phrase: Isometric muscle tension, production of muscle toxicity by phency

clidine & rest rain t stress, male rats.
DOC year: 1974 vol. No. 52 abstract No. 06975:

Neuronal  activity in th e chronic and acute epileptogenic focus.
Glotzner, F. L.; Fetz, E. E.; Ward, A. A.
U. Washington, Medical School.
Experimental Neurology 1974 Mar. vol. 42(3) 502-518.
Recorded the activity of single neurons in the chronic (alumina) epileptogenic 

focus of 3 unanesthetized rhesus monkeys using micropipettes and compared the 
resul ts with activity in the acute penicillin focus of cats. Differences were found 
between the 2 types of foci in the  interspike interval patterns  of bursting units. The 
effects of phencyclidine hydrochloride (Sernylan), structur al differences in the foci, 
and the suggestion tha t the burs ts are generated in the axons fairly remote from 
the cell bodies, are discussed. (30 ref).

Classification: 06.
Subject Terms: Electrical Activity, Neurons, Chemical Brain Stimulation, Penicil

lins, Cats, Monkeys, Epilepsy; 16420, 33770, 08540, 37190, 07980, 31900, 17680.
Index Phrase: Single neuronal activity in chronic epileptogenic focus vs acute 

penicillin focus, monkeys vs cats.
DOC year: 1974 vol. No. 51 abs trac t No. 10646:

Phencyclidine self-administration  in the rhesus monkey.
Balster, Robert L.; Johanson, Chris E.; Harris , Robert T. Schuster, Charles R.
Dn k o U Medical School
Pharmacology, Biochemistry, & Behavior 1973 Mar. vol. 1(2) 167-172.
Reports 2 experiments demonstrat ing tha t rhesus monkeys will self-administer 

phencyclidine (a drug with marked psychotomimetic effects in man) via venous 
catheters. In Exp. I 1 female and 2 male rhesus monkeys, with a long history of 
drug self-administration, were trained to leverpress for cocaine injections. Ss main
tained higher response rates compared to saline  control rates  when 1.5-25 mg/kg of 
phencyclidine were subst ituted for the cocaine. In Exp. II 2 experimentally  naive 
male rhesus monkeys spontaneously initiated leverpressing for injections of 50 mg/  
kg phencyclidine. Ss in both experiments self-administered enough of the drug to 
produce behavioral effects resembling general anesthesia.  (16 ref).

Classification: 06.
Subject Terms: Self Stimulation, Drug Dependency, Cocaine, Monkeys, Psychoto

mimetic Drugs, Drug Effects; 46350, 15270, 09930, 31900, 42150, 15300.
Index Phrase: Self-administra tion of phencyclidine following leverpress training 

for cocaine injections vs no previous training, monkeys.
DOC year: 1974 vol. No. 51 abstract No. 06647:

Effects of psychoactive drugs on nonverbal communication and group social be
havior of monkeys.

Miller, Robert E.; Levine, John M.; Mirsky, I. Arthu r
U. Pittsburgh, Medical School.
Journal of Personality & Social Psychology 1973 Dec. vol. 28(3) 396-405.
Administered 3 kinds of psychoactive drugs—a s timulant (amphetamine sulfate), 

a tranqu ilizer  (chlorpromazine), and a hallucinogen (phencyclidine hydrochloride)— 
to 6 feral male rhesus monkeys. In comparison with nontreated  conditions, the 
stimulan t improved communication in cooperative conditioning, the tranquilizer 
markedly  damped both transmission and reception of nonverbal cues, and the 
hallucinogen only slightly affected transmission  and reception. In subsequent group 
situations, the stimulant facilitated intragTOup social behavior and reduced aggres
sion, the tranquilizer reduced the  attrac tiveness of the trea ted S to its untreated 
partners, and the hallucinogen drastically reduced all social behavior within the 
group and markedly augmented the proportion of aggressive responses directed 
toward the drugged S. An inverse relationship between transmission  ability and 
receptive sensitivity was found in untreated Ss, a finding which has also been 
reported for human Ss. (21 ref).



Classification: 06.
Subject Terms: Monkeys, Drug Effects, Amphe tam ine, Anim al Comm unication , 

Anim al Social Behavior, Hallucinog enic Drugs, Chlorpromazine ; 31900, 15300, 02160, 
02630, 02860, 22160, 08990.

Index Phra se: Am phe tam ine  s ulfa te and chlorpromazine  and phencyclidine hydro
chloride, nonverba l communication and  group socia l behavior,  monkeys.
DOC year : 1973 vol. No. 50 ab stract  No. 10747:

The effects of a new phencyclid ine der ivative  and diazepinone derivat ive on the  
elect roenceph alograph ic and behavioral responses  in  the  cat.

Massopust, L. C.; Wolin, L. R.; Albin, M. S.
Cleveland Psychia tric  Inst ., Lab. of Neurophysiology, O.
T. -I.-T . Journa l of Life Sciences  1973 vol. 3(1) 1-10.
Administered  tile tam ine  hydrochlor ide (CI-634), a phencyclid ine derivative , in tra

muscu larly to 12 adult  dome stic cats. High amplitude  pulsatory  activ ity in the  EEG 
was produced, accompan ied by convulsive seizu res and  clonic muscula r reac tions 
dur ing  the  deep surg ical ane sthetic stat e. Since these physiological reac tions were 
considered det rim ental,  a diazepinone der ivative  (CI-716) having tran qui lizing prop
ert ies  was combined with  CI-634 and adm inis tere d by the  same route . The combina
tion  caused the  disapp earanc e of the  pulsato ry EEG act ivity and marked ly de
creased convulsive and  clonic muscula r react ions . The ane sthetic time was not 
decreased but  extended. Thi s migh t be considered  paradoxica l since CI-716 when 
injected alone caused high amplitude fast  act ivit y to appear in the  cortex and 
hippocampus , persist ing  6 hrs or more. Fu rth er , CI-716 alon e caused  bizarre  behav
iora l reac tions  which van ished when combined with CI-634.

Classification: 06.
Subject Terms: Tranqu iliz ing  Drugs, Cats, Drug  Effects, Electroe ncephalography, 

Convulsions, Ane sthe tic Drugs; 53900, 07980, 15300, 16530, 11750, 02490.
Index Phrase: Til eta mine hydrochloride and  diazepinone derivative , EEG and  

behavio ral responses, cat.
DOC year: 1973 vol. No. 49 abstr ac t No. 08611:

Effects of various psychotomimetic age nts on the EEG and  acety lchol ine rele ase  
from t he  cereb ral cortex of brain stem transe cte d cats.

Domino, E. F.; Bar tolin i, A.
U. Michigan.
Neuropharmacolog y 1972 Sep. vol. 11(5) 703-713.
Dete rmined the  effects  of iv adm inis tra tion  of D9tetrahydrocannab inol (THC), 

LSD, phencyclidine , and th e pyrro lidyl and  piper idyl isomers of di tra n on the  
spontan eous neocortica l EEG and  relea se of ace tylcholine (ACh) from the somato
sensory cortex of 18 bra ins tem -tra nse cted adul t male cats. D9THC given to SS with 
pre trigemina l midpontine  tran sec tion  produced high  voltage EEG slow waves more  
pro minen t in the fronta l areas of the bra in, and  reduced blood pres sure  and  he ar t 
rat e. D9THC (.5 mg/k g) caused either  no effect or a slig ht increase  of ACh rele ase  
from the  cortex, and lar ge r doses caused a progre ssive decrease  in ACh release. 2.5 
mg /kg  amphe tam ine  antagonized  the  effects  of D9THC. 1 mg/kg phencycl idine  
caused mark ed EEG changes and  s light ly incre ased  cortical release of ACh. 5 mg/k g 
caused pronounced EEG changes  but did not sign ificantly  decrease  ACh in con tra st 
to 20 mg/kg pen tob arb ita l which dramatica lly reduced it. Both dit ran isomers (1 
mg/kg) caused EEG slowing  and a 200% increas e of ACh release for the  cortex. In 
con tras t, LSD had  much less obvious effects and  depended upon basal  release levels. 
If base-line release of ACh was high, .1 mg /kg  LSD decreased it slightly; if basal 
release was low, the dru g increased it slightly. It  is concluded th at  various ha llucin 
ogens diff eren tially affec ted neocortical rele ase  of ACh in pre trig emina l midpontine  
tran sec ted  Ss, and  th at  gross  neocor tical changes  were not  directly  corr elat ed with 
the cortical release of ACh per se. (25 ref.).

Classification: 06.
Subject Terms: Bra in Lesions, Lysergic Acid Diethylam ide, Drug Effects, Cats, 

Acetylcholine,  Electroencephalography, Brain Stem,  Tet rahydrocannabinol, Psycho
tomimet ic Drugs; 06830, 29070, 15300, 07980, 00430, 16530, 06870, 52470, 42150.

Index Phra se: Delta-9 tetr ahy dro can nab ino l and  LSD and phencyclidine and  pyr 
rolidy l and piperidyl isomers of dit ran , EEG and  acety lcho line  release from cerebral 
cortex, bra ins tem  t ran sec ted  cats.
DOC year: 1973 vol. No. 49 ab str ac t No. 03877:

Psychotropic  d rug  influences on bra in acety lcho line  u tilization.
Domino, Edward F.; Wilson, Ann E.
U. Michigan, Medical School.
Psychopha rmacologia  1972 vol. 25(4) 291-298.
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Adm inistered  iv doses of hemicholinium-3 (HC-3), a cholinergic anti synthesis 
agen t, to young male albino Holtzm an ra ts to deplete bra in acety lcholine (ACh). 
Rate  of HC-3-induced depletion of Ach was used as an index of ACh utilization. 
Total brain  ACh was dete rmined  following various doses of chlordiazepoxide, pento
barbita l, chlorpromazine , methotrim eprazine,  imipramin e, mor phine, d-amphet- 
amine, scopolamine, LSD-25, and  phencycl idine  given ip alone, and  af te r iv adminis
tra tio n of HC-3. It was found th at  psychotropic drugs have marked diffe renti al 
effects on ra te  of HC-3-induced ACh depletion . (15 ref.).

Classification: 06.
Subject Terms: Chlorpromaz ine, Scopolamine, Amphetamine, Chlordiazepoxide, 

Pen tobarb ital , Imip ramine, Morphine, Lysergic Acid Diethylam ide, Acetylcholine, 
Rats, Drug Effects, Chemical Bra in Stim ulation , Neu rochemistry ; 08990, 45880, 
02160, 08930, 37250, 24520, 32060, 29070, 00430, 42930, 15300, 08540, 33680.

Index Phrase : Chlordiazepoxide and pen tobarb ital  and  chlorprom azine and metho
trim epraz ine  and imipram ine and morph ine  and d-am phetamine and  scopolamine 
and LSD-25 a nd phencyclidine, ra te  of hemicholinium-3 induced brain  acetylcholine  
deple tion, rats.
DOC year: 1973 vol. No. 49 Abstra ct No. 01911.

Effects of phencyclidine and  stress  on plasma creatine phosphokinase (CPK) and 
aldolase activiti es in man.

Meltzer, H. Y.; Holzman, P. S.; Hassan, S. Z. Guschwan, A.
Pri tzk er  School of Medicine, U. Chicago.
Psychopharmacologia 1972 vol. 26(1) 44-53.
Phencycl idine  (Phen) is a pot ent  psychotomimetic, dru g in man. In conjunction 

with  re st ra in t stress,  Phen produces increased plasma cre atine  phosphokinase  (CPK) 
and aldo lase  (Aid) activities and  skele tal  muscle pathology in ra ts and some acute ly 
psychotic pati ents. In the  pre sen t stud y, 4 of 7 normal  paid volunteers had no 
elevation s of p lasma CPK or Aid act ivi ty eit he r before or aft er  .1 mg /kg  Phen,  iv. 1 
5 had incre ased  CPK levels which  began 1 hr. aft er Phen. 2 Ss had  increased Aid 
an d/or  CPK levels which began within  24 hr.  before Phen adminis tra tion and which 
persisted or increased for at  least 24 hr.  aft er  Phen . The  plasma  enzyme changes 
occurred in those  Ss who showed th e most pronounced cognitive disrupt ion aft er 
Phen. The  effects of stres s and  Ph en  on plasma CPK and Aid levels and  its 
impl ications for the  study of musc le abn orm alit ies in psychotic pat ien ts are  dis
cussed. (28 ref.).

Classification: 06.
Subject Terms: Drug Effects, Psychotomimetic Drugs, Stres s, Aldolases, Enzymes; 

15300, 42150, 50170, 01770, 17630.
Index Phrase: Phencyclidine and  stress , plasma cre atine  phosphokinase and aldo

lase activities, man.
DOC year : 1972 vol. No. 48 abstr ac t No. 10839:

Pa rti al antagonism of the beh avi our al and neurochemic al effects of phencyclidine 
by drugs affec ting monoamine metabolism.

Tonge, S ally R.; Leonard , Brian E.
Liverpool  Polytechnic, School of  Pha rmacy , England.
Psychopharmacologia 1972, vol. 24(4), 516-520.
Studied the  inte ract ion of imipr am ine  and  tet rab ena zin e with  phencyclidine, an 

hallu cinogenic  drug  known to affec t 5-hydro xytryptamine (5-HIP) metabol ism in the  
bra ins  of W ista r rats.  Afte r ip adm ini str ati on  of the 3 d rugs  alone and  in combina
tion. 5-HIP and  5-hydroxyindoleacetic acid concen trat ions in 3 are as of ra t bra in 
were dete rmined . Resul ts show th at  a combination of imipramin e (5 mg/kg) and 
tet rab ena zin e (40 mg/kg ) reversed th e effects of phencyclidine on 5-HIP concen tra
tions  and antagonized many of the behaviora l effects of th e hallu cinogen.

Classification: 06.
Subject Terms: Drug Effects, Rats , Rats, Metabolism, Biochemistry, Brain ; 15300, 

42930 ,42930,31000 ,05940,06750.
Index Phrase: Imipram ine and  tet rab enazine  inte rac tion  with  phencyclidine, 5- 

hyd roxytry ptamin e metabolism in br ain and  hallu cinogen behaviora l effects, rat . 
DOC yea r: 1972 vol. No. 48 abstr ac t No. 10835:

Behavioral and biochemica l effects  of p-chlorop henylalan ine, 3-chlorotyrosine and 
3-chlo rotyramine:  A proposed mecha nism  fo r inhib ition  of self- stimulation.

Sta rk,  P.; Ful ler, R. W.
Eli Lilly  & Co., Lilly Research Lab., Indianap olis,  Ind.
Neuropharmacolog y 1972, Mar. vol. 11(2), 261-272.
Rats and  dogs, with  elect rodes chronical ly implanted in the  posterior hypothala

mus, pressed a lever to receive electri cal  stimuli at  var ious  cu rren t intensities, p- 
Chlorop henylalanine (PSP), a dru g th at lowers bra in sero tonin by causing  inhibi tion
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of tryptophan hydroxylation, inhibited  self-stimulation. This inhibition was not 
temporally correlated with lowering of brain serotonin. PCP also inhibits phenyla
lanine hydroxylation; therefore plasma levels of phenylalanine were increased with 
little  change in plasma tyrosine levels. Levels of phenylalanine  and of PCP did not 
correla te well with the inhibition of self-stimulation behavior in either species. 3- 
Chlorotyrosine, a known metabolite  of PCP, inhibited self-stimulation but did not 
significantly lower bra in serotonin. 3-Chlorotyramine, the decarboxylated product of 
3-chlorotyrosine, also inhibited self-stimulation. Results suggest tha t the 3 com
pounds inhibited self-stimulation by a mechanism independent of brain serotonin, 
while the greater potency of 3-chlorotyrosine indicates this effect of PCP may occur 
afte r it is converted to 3-chlorotyrosine indicates this  effect of PCP may occur a fter 
it is converted to 3-chlorotyrosine. A possible metabolic pathway tha t could yield a 
false neurot ransm itter is suggested. (32 ref.).

Classification: 06.
Subject Terms: Hypothalamus, Blood, Drug Effects, Rats, Drug Effects, Dogs: 

24080, 06200, 15300, 42930, 15300, 14840.
Index Phrase: P-chlorophenylalanine and 3-chlorotyrosine and 3-chlorotyramine, 

self-stimulation of posterior hypothalamus and serotonin level, ra t and dog.
DOC year: 1972 vol. No. 48 abs tract  No. 10830:

Influences of in traventr icula rly administered 5-hydroxytryptamine on normal and 
amine-depleted rabbit: Subcellu lar distribution of 5-hydroxytryptamine in the brain 
stem, and animal behaviour.

Segawa, Tomio; Fujisawa, Toshio.
Kyoto U., Japan.
Biochemical Pharmacology 1972, May vol. 21(9), 1357-1367.
Subjected normal and p-chlorophenylalanine (PCP, pre treated rabbits to intraven

tricular injection of 5-hydroxytryptamine (5-HT), and investigated subcellular distr i
bution of 5-HT in the brainstem, drug effects, and behavioral changes. 5-HT in 
cytoplasmic fraction was remarkably elevated by 5-HT while those of mitochondrial 
P2-, microsomal P3-, and synaptic  vesicular P2V-fractions were not increased signifi
cantly  unless Ss were pret reated with PCP. In PCP-treated Ss, 5-HI produced 
charac teristic  sedation. Ip injection of imipramine (IM) prevented 5-HT-induced 
increase of 5-HT in P2-fraction whereas desmethylimipramine (DMI) had no effect. 
DMI, was found to elevate endogenous 5-HT in P2-fraction and 5-hydroxyindole 
acetic acid (5-HIAA) in brains tem while IM caused a significant  decrease of 5-HIAA 
in brainstem. Reserpine (Re) c learly blocked the increase of 5-HT in P2V-fraction. 
Re-induced sedation could not be counteracted by in trav ent ricu lar injection of 5-HT.

Classification: 06.
Subject Terms: Rabbits, Drug Effects, Brain, Metabolism, Drugs/; 42590, 15300, 

06750, 31000, 15440.
Index Phrase: Intrave ntri cular 5-hydroxytryptamine, subcellular distribution in 

brains tem and sedation of behavior, normal vs. amine-depleted rabbit.
DOC year: 1972 vol. No. 48 abstract No. 10770:

The EEG in anaesthetized juvenile baboons.
Harris, Ruth.
Maudsley Hosp., London, England.
Electroencephalography and Clinical Neurophysiology 1972, Jan. Vol. 32(1), 81-83.
Obtained 124 EEGs from 39 juvenile baboons anesthet ized with phencyclidine 

hydrochloride (Sernyl) and pentobarbitone (Nembutal). Changing EEG patterns  
were related to the time interval from onset of anesthesia, and became relatively 
stable from 15-45 min. afte r its star t, providing useful data for monitoring changes 
in cerebral function. (French summary).

Classification: 06.
Subject Terms: Drugs/, Drug Effects Electroencephalography, Animals/; 15440, 

15300, 16530, 02880.
Index Phrase: Phencyclidine hydrochloride & pentobarbitone anesthesia, EEG, 

juvenile baboon.
DOC year: 1972 vol. No. 48 abstract No. 06534:

Comparative learning impai rment and amnesia  by scopolamine, phencyclidine, 
and ketamine.

Glick, S. D.; Zimmerberg, B.
City U. New York, Mt. Sinai School of Medicine, New York, N.Y.
Psychonomic Science 1971, Nov. Vol. 25(3), 165-166.
Administered scopolamine, phencyclidine, and ketamine to naive female CF1 mice 

before or immediately afte r train ing of a passive avoidance response in 2 experi
ments. Retention was measured 24 hr. later. All 3 drugs impaired retention  when 
administered before t raining. Only scopolamine impaired retent ion when adminis-
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tered afte r training. The effect of post train ing administration of scopolamine was 
found to diminish as the training-injection interval increased.

Classification: 06.
Subject Terms: Avoidance Conditioning, Time, Mice, Retention Drugs/; 05200, 

53210, 31270, 44400, 15440.
Index Phrase: Scopolamine & phencyclidine & ketamine, passive avoidance re

sponse retention, pre- vs. pos ttraining administ ration , mouse.
DOC year: 1972 vol. No. 48 abstract No. 04453:

Interaction of phencyclidine with drugs affecting noradrenaline metabolism in the 
rat  brain.

Tonge, Sally R.; Leonard, Brian E.
Polytechnic, School of Pharmacy, Liverpool, England
Psychopharmacologia 1972, vol. 23(1), 86-90.
Classification: 06.
Subject Terms: Biochemistry, Brain, Metabolism, Drug Effects Rats, Drugs/; 

05940, 06750, 31000, 15300, 42930, 15440.
Index Phrase: Phencyclidine and tetrabenazine and desipramine alone and in 

combination, noradrena line and normetanephrine levels in fore- and mid- and hind- 
brains rat
DOC year: 1972 vol. No. 47 abstract No. 10401:

A neuropsychopharmacological comparison of d-amphetamine, L-dopa, and co
caine.

Wallach, M. B.; Gershon, S.
New York U., Medical Center, Neuropsychopharmacology Research Unit.
Neuropharmacology 1971, Nov. vol. 10(6), 743-752.
11 adult  cats were chronically implan ted with bipolar subcortical and monopolar 

cortical electrodes. The eeg, reticular  formation multiple uni t activity and gross 
behavior were monitored. The effects of acute ip administration of d-amphetamine 
(2 mg/kg), l-dopa (75 mg/kg), cocaine (4 mg/kg), p-hydroxyamphetamine (4 mg/kg), 
and l-dopa (75 mg/kg) following hydrazino-alpha-methyldopa (25 mg/kg) pret reat 
ment were observed. All agents except the  p-hydroxyamphetamine induced a de
synchronized eeg, increased the multip le uni t activity of the reticular formation, 
and elicited stereotyped behavior. L-dopa elicited more pronounced adrenergic  pe
ripheral effects th an did either d-amphetamine or cocaine. These included piloerec- 
tion and salivation. In the presence of hydrazino-alpha-methyldopa, l-dopa elicited 
salivation while the p-hydroxyamphetamine alone elicited only piloerection halluci
nogenic agents, E.g., lsd, mescaline, and phencyclidine, in a previous study, induced 
a hypersynchronous or intermittently  hypersynchronous eeg and failed to elicit 
stereotyped behavior in cats. Clinically, amphetamine and cocaine induce a psychot
ic state  resembling schizophrenia of the  paranoid type, while the hallucinogens 
elicit primarily perceptual distortions. Thus it would appear  that  there are 2 dis
tinct  classes of psychotomimetic agents. The use of l-dopa in trea ting  patients 
suffering from parkinsonism must be viewed with caution if the  animal data can be 
extrapola ted to man. Indeed some preliminary  reports of psychotic behavior follow
ing the administration of high doses of l-dopa have appeared. (36 ref.).

Classification: 06.
Subject Terms: Drugs/, Drug Effects, Cats, Electroencephalography, Electrical 

Activity, Brain; 15440, 15300, 07980, 16530, 16420, 06750.
Index Phrase: D-amphetamine and L-dopa and cocaine and p-hydroxyampheta

mine following hydrazino-alpha-methyldopa pretreatment, EEG and reticular  forma
tion multiple uni t activity and gross behavior, cat.
DOC year: 1972, vol. No. 47 abstract No. 10373:

The effect of  some hallucinogenic and other drugs on the  temperature of reserpin- 
ized mice.

Leonard, B. E.; Stonier, P. D.
Imperial  Chemical Industries, Pharm aceut icals Div., Alderley Park, England.
Psychopharmacologia 1971, vol. 22(2), 126-132.
Studied 7 hallucinogenic and 9 central ly acting nonhallucinogenic drugs for their 

calorigenic effects on reserpine pret reated alderly park mice. With the exception of 
ditran and mescaline, all the hallucinogens had a significant calorigenic effect. 
Methamphetamine, amphetamine, dimethoxyphenylethylamine, desipramine, ami- 
tryptyline, and chlorpromazine also had a marked calorigenic action. Both alpha- 
methyl-m-tyrosine (ammt), and its active metabolite m-hydroxynorephedrine, had a 
significant calorigenic action even though they did not significantly affect body 
temperature . The calorigenic effect of am mt was significantly antagonized by phen
cyclidine, ketamine , lsd, and mescaline; the  other hallucinogens (harmine,  ditran, 
and p-bromethylamphetamine) were without effect. Only propranolol, desipramine
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and amitri pty line significantly antagonized  the  calor igenic effect of amm t. The 
possible mechanism of action of th e drug s s tudied is ten tat ive ly discussed. 

Classification: 06.
Subject Terms: Rats, Drug Effects, Temp era ture Effects, Lyserg ic Acid Diethyla

mide, Amphetamine, Mice; 42930, 15300, 51990, 29070, 02160, 31270.
Index  Phra se: Hallucinogenic  and  nonhalluc inogenic drug s and rese rpine pre

tre atm en t, body te mpera ture, mouse.
DOC year: 1972 vol. No. 47 abs tra ct No. 04384:

Dissocia tion of the  effects of p-chlorophen ylalanine on self- stimulat ion and on 
bra in serotonin.

Sta rk,  Pau l, et  al.
Eli Lilly, Resea rch Lab., Indianapol is, Ind.
Life Sciences 1970, Jan . vol. 9(1, Pt . 1), 41-48.
The drug , p-chlorophenyla lanin e (pep), inhib ited self -stimulation in ra ts and dogs 

with chronica lly implanted elec trod es in the  p oste rior  h ypo thalam ic area  a t doses of 
350 m g/kg, ip for rats , iv for dogs. PCP lowered serotonin  in both  species, but  had 
lit tle  or no effect on nor epi nephrine in the  bra in. Self -stim ulat ion in ra ts was 
depressed  at  1 and 6 hr ., bu t re tur ned to norm al by 24 h r. In dogs, self-stimulation  
was depressed at  6 and 24 hr. Bu t had return ed to normal at  96 hr. Rat bra in 
serotonin  was only sligh tly lowered by 6 hr. And markedly  lowered by 24 hr.; dog 
brain  sero tonin declined stea dily  thro ugh out  the  96 hr. The depression  of self 
stimu lat ion  by pep is the refo re not  a consequence of i ts depletion  of br ain  serotonin.

Classi fication: 06.
Subject Terms: Drug Effects, Dogs, Brain , Brain Stimulation,  Rats , Drug Effects; 

15300, 14840, 06750, 06880, 42930, 15300.
Index  Phra se: P-chlorophenylalan ine,  bra in sero tonin and self-stimulation, ra t 

and  dog.
DOC year: 1971 vol. No. 46 abs tra ct No. 10400:

Some effects of an hal lucinogenic  drug (phencyclidine) on neu roh umora l sub
stances.

Leon ard,  B. E.; Tonge, S ally R.
ICI, L td., Pha rma ceu tica ls Div., Macclesfie ld, England.
Life Sciences 1970, Oct. vol. 9(20, Pt.  1), 1141-1152.
Hallucinogens may owe some of thei r cen tral  act ivi ty to act ions on the  monoa

mine systems of the  bra in, howeve r, a definite  relations hip  between distu rbed  
monoamine metabolism and  hallucinogenesis has  not been established.  To investi
gate the possibili ty of other neu roh umora l subs tances being  affec ted by a  hallucino
gen phencyclidine was adm inis tered ip to Wistar ra ts at  10 mg/kg.  Gross behav ioral 
effects  included agita tion , confus ion, head shak ing, back ing movements, and inab il
ity to escape from the ir home cage by climbing. Acetylcholine levels, cholinesterase 
activity , hist amine  concentrat ion,  and  glutamic acid concen trat ions were unaffected 
by the phencyclidine injection. A sign ificant deple tion of gamm a-am inobutyr ic acid 
(GABA) occurred in the  injec ted Ss. The fact th at  the metabolism of o the r neu roh u
mours, oth er  t han GABA, is not affec ted by the hallucinogen  phencycl idine  provides 
some negativ e evidence for the  invo lvem ent of th e monoamines  in halluc inogenesis. 
(29 ref.).

Classification: 06.
Subject Terms: Rats, Drug Effects, Metabolism; 42930, 15300, 31000.
Index Phrase: Ip phencyc lidine , beha vioral and  physiolog ical effects, rat .

DOC year:  1971, vol. No. 45 a bs tra ct  No. 09521:
A neuropharmacological and  behavio ral study of phencycl idine  and two of its 

congeners.
Gehrm ann , J ohn  E.
Sta nfo rd U.
Dissert atio n Abst racts  I nterna tio na l 1970, Feb. Vol. 30(8-B), 3790-3791.
Classi fication: 06.
Subject Terms: Drug Effects, Animal  Ethology, Elec troencep halography, Cats, 

Drug Effects, Monkeys; 15300, 02720, 16530, 07980, 15300, 31900.
Index Phrase: Phencyclid ine and keta min e and  3 relate d derivatives,  beha vioral 

and neuropharmacological proper ties , cat  and monkey and  ra t and  baboon.
DOC year:  1971, vol. No. 45 a bs tra ct No. 05831:

The effects  of some hal lucinogenic  drugs  upon the  metabolism of 5-hydroxy- 
try pta mi ne  in  the  brain.

Tonge, Sally  R.; Leonard,  B. E.
U. N ottingham, England .
Life Sciences 1969, Aug. vol. 8(15, Pt . 1), 805-814.



194

Investigated the effects of the 4 hallucinogenic drugs (phencyclidine, ditran , LSD- 
25, and mescaline) on the metabolism of 5-hydroxytryptamine (5-HT) in the brains  
of Wistar rats. All 4 drugs caused increases in the levels of 5-HT, accompanied in 
the early  stages by decreases in the levels of 5-hydroxyindolyl-acetic acid, suggesting 
tha t the relationship between the 2 substances which exists in untreated animals 
had been altered. No effect on eith er MAO or aromatic amino acid decarboxylase 
activity was detected. The depletion of 5-HT which follows the adminis tration of 
eithe r reserpine or p-chlorophenylalaine was significantly reduced by all 4 drugs. 
Results support the theory tha t LSD owes its hallucinogenic activity to an  abil ity to 
alte r the  capacity of the tissues to bind 5-HT. Further,  the demonstra tion tha t 4 
hallucinogens of widely different stru ctu re all affect the binding of 5-HT supports 
the implication of this action in hallucinogenesis.

Classification: 06.
Subject Terms: Drug Effects, Rats, Lysergic Acid Diethylamide, Metabolism, 

Brain; 15300, 42930, 29070, 31000, 06750.
Index Phrase: Phencyclidine and dit ran  and LSD-25 and mescaline, metabolism of 

5-hydroxytryptamine in brain , rat.
DOC year: 1971, vol. No. 45 abs tract  No. 05815:

Effects of some hallucinogenic drugs upon the metabolism of noradrenaline.
Leonard, B. E.; Tonge, Sally R.
U. Nottingham, England.
Life Sciences 1969, Aug. vol. 8(15, Pt. 1), 815-825.
Investigated the actions of phencyclidine, ditran , LSD-25, and mescaline on the 

catecholamines of the brains of Wistar rats. Decreased levels of noradrenaline  (NA), 
accompanied by slightly elevated dopamine (DA) levels, were observed with all 4 
drugs. Phencyclidine increased the degree of depletion of NA produced by reserpine. 
All 4 drugs increase the depletion of NA and DA by alpha-methyl-m-tyrosine, but 
had no effect upon the depletion produced by alpha-methyl-p-tyrosine. Normetan- 
ephrine levels either were unaffected or were slightly decreased, indicating tha t the 
fall in NA is not a consequence of an increased release from neurons. It is suggested 
tha t par t of the mechanism of action of hallucinogenic drugs  is to inhibit the release 
of NA from the neuron, thu s allowing its catabolism by MAO. (15 ref.).

Classification: 06.
Subject Terms: Rats, Drug Effects, Lysergic Acid Diethylamide, Metabolism, Bio

chemistry, Brain: 42930, 15300, 29070, 31000, 05940, 06750.
Index Phrase: Phencyclidine and dit ran  and LSD-25 and mescaline, brain catecho-
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DOC year: 1971, vol. No. 45 Abstract No. 01991:
Reticular multiple unit  activity during a progression of states  induced by CNS 

excitants: III.
Winters, Wallace D., et al.
U. California, Medical School, Los Angeles.
Electroencephalography and Clinical Neurophysiology 1969, Nov. vol. 27(5), 

514-522.
Recorded the EEG, gross behavior, and multiple uni t activity during  the continu

ous progression of states induced by amphetamine  (d-, and meth-), LSD-25, mesca
line, gamma-hydroxybutyrate, pentylene tetrazol, or phencyclidine. The drugs 
appear to fall within a patt ern of progressively increasing excitatory states. The 
least active agents induce only the initi al phase. The more potent agents transcend 
these initia l phases and induce generalized seizures. The reticular  multiple unit 
activity increased slightly during the  initial 2 phases; then following gamma- 
hydroxybutyrate the basal level fell progressively while the fluctuation rose mark
edly, whereas following pentylenetetrazol the multiple uni t activity progressively 
increased. During the generalized seizures the unit  activity was markedly elevated 
in both of these groups; then the uni t activity fell during  the brief period of 
postictal depression followed by a return  of each drug group to the unit activity 
levels noted during the preseizure s tate. (French summary) (19 ref.).

Classification: 06.
Subject Terms: Amphetamine, Lysergic Acid Diethylamide, Cats, Drug Effects, 

Electrical Activity; 02160, 29070, 07980, 15300, 16420.
Index Phrase: Amphetamine and LSD and mescaline and gamma-hydroxybutyr- 

ate and pentylene tetrazol and phencyclidine, reticular multiple uni t activity, cat. 
DOC year: 1971, vol. No. 45 abstract No. 01980:

Behavioural effects of some morphine antagonis ts and hallucinogens in the rat.
Schneider, C.
Parke, Davis, & Co., Hounslow, England.
Nature 1968, Nov. vol. 220(5167), 586-587.
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Investigated the behavioral effects of 11 morphine antagonists  and hallucinogens
20 min. after subcutaneous administration in a dose volume of 10 ml/kg body 
weight to groups of Wistar rats. Bizarre behavior (i.e., walking backwards, turn ing  
head more than 20 tim es/min, etc.) resulted from cyclazocine, levallorphan, amphet
amine, phencyclidine, and psilocybin. LSD (.3-20 mg/kg) produced bizarre behavior 
in only 20% of the Ss, but it produced fighting behavior at doses of 5 mg/kg. It is 
concluded that behavioral effects caused by hallucinogenic drugs are consistent with 
those which have been reported in humans.

Classification: 06.
Subject Terms: Aggressive Behavior, Drug Effects, Rats, Lysergic Acid Diethyla

mide, Amphetamine, Animal Ethology; 01390, 15300, 42930, 29070, 02160, 02720.
Index Phrase: Cyclazocine vs. levallorphan vs. amphetamine vs. phencyclidine vs. 

psilocybin vs. LSD, behavioral effects, ra t.
DOC year: 1971, vol. No. 45 abst ract  No. 01943:

Effects of para-chlorophenylalanine on sleep in man.
Wyatt, Richard J., et al.
National Inst, of Mental Heal th, Bethesda, Md.
Electroencephalography and Clinical Neurophysiology 1969, Nov. vol. 27(5), 

529-532.
Studied the effect of depleting brain serotonin with parachlorophenylalanine  

(PCP), a selective inhibitor of serotonin synthesis, on the sleep of man. PCP marked
ly decreased REM sleep. NREM sleep remained either unchanged or was slightly 
increased. This is in cont rast to the reported effect of PCP in other  mammals. In 1 
S, at  a time when PCP had maximally reduced REM sleep, psychological distur
bances were produced similar to those previously described in patients taking PCP. 
Data suggest t ha t the establ ishment of any general significance of serotonin in the 
neuropharmacology of sleep will require detailed investigation of the species in 
question. (French summary) (17 ref.).

Classification: 06.
Subject Terms: Drug Effects, Rapid Eye Movement, Sleep; 15300, 42820, 47820.
Index Phrase: Para-chlorophenylalanine, REM and NREM sleep.

DOC year: 1978 vol. No. 59 abstract No. 656:
Pryor, G. T. et al. (Stanford Research Inst, Menlo Park, CA) Interactions between 

A’-tetrahydrocannabinol and phencyclidine hydrochloride in rats. Pharmacology, 
Biochemistry & Behavior, 1977 (Jan), vol. 6(1), 123-136.—In 5 experiments, A’- 
tetrahydrocannabinol (THC; 2.5, 5.0, 10.0 mg/kg, orally) impaired avoidance and 
rotarod performance and caused bradycardia and hypothermia  in male Fischer rats. 
Phencyclidine (PCP; 1.25, 2.5, 5.0 mg/kg, ip) impaired avoidance and rotarod per
formance and caused a marked increase in photocell activity. When combined, the 
depressant properties of each drug were enhanced, and the stimulation of photocell 
activity  caused by PCP was antagonized by THC. Tolerance to many of the  effects of 
10.0 mg/kg THC and its interac tions with PCP followed subacute  trea tment for 6 
days, whereas many of the effects of PCP were enhanced afte r subacute trea tment 
with a dose of 2.5 mg/kg. Open-field behavior was affected by each drug alone and 
in combination in a  simila r way as photocell activity, but the depression caused by 
the ir interact ion was greater; both drugs caused an increase in urination. Response 
rates on an FR-10 schedule of food reinforcement were decreased by 2.5 mg/kg PCP, 
but not by 5.0 mg/kg THC; the combination caused greater  response suppression 
than eithe r drug alone. The functional interac tions between THC and PCP were not 
related to changes in the concentra tions of ,4C or 3H in plasma or brain derived 
from ,4C-THC and ’H-PCP, respectively. (87 ref)—Journal  abstract.

SOCIAL AND BEHAVIOURAL SCIE NCE S-CURR ENT  CONTENTS

The following abstrac ts were obtained by a manual search of Current Contents 
dated January 1978 th rough March 1978. Approximately 1,230 separate journa ls are 
included in this index.

Deren, S. and Des Jarl ais,  D. C. “Risk Taking Related to Drug Use: An Applica
tion of the Shift-to-Risk Design.” “American Journal of Drug and Alcohol Abuse,” 
vol. 4, No. 3, 1977.

Duncan, David F. (State University, N. Y.). “Reactions to Drug Users by Emergen
cy Room Personnel.” "Journal Psychedelic Drugs,” 9:103-5, April-June 1977. Most 
staff see patients (except heroin O.D.s) as suicide attempts. They are loathed, feared, 
underserved. Need reeducat ion of staff and teaching of effective means to help 
patien t.

Gottlieb, R. M.; Nappi, T.; and  S train, J. J. “Physicians knowledge of Psychotropic 
Drugs—Preliminary Results.” “American Jou rna l of Psychiatry , ’ vol. 135, No. 1, 
Jan uary 1978.
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Graeven, D. B. “Phencyclidine (PCP) Local and National Perspectives.” “Addictive 
Diseases,” vol. 3, No. 2, 1977.

Kaufman, E. “Polydrug Abuse or Multidrug Misuse: It’s here to stay.” “British 
Journal of Addiction,” vol. 72, No. 4, December 1977.

Kozel, N. J. and Dupont, R. L. “Trends in Drug Use and Crime and their  
Relationship in an Arrested Population.” “American Journal of Drug and Alcohol 
Abuse,” vol. 4, No. 3, 1977.

Sutherland, May. “Drug Interes ts of Suburban Junior High School Students.” 
“Journal of Drug Education,” vol. 7, No. 4, 1978.

Swanson, Jan  Colby (George Williams College). “Organic Products in Advertising 
and Street  Drugs.” “Journa l Drug Ed,” 7:291-3, 77-78. Most popular drugs in the 
street at  th is time are the “organics” which are similar to natura l organic advertis
ing and environmental  concerns. “If it’s natura l, it can’t hurt you.” People are 
taking drugs which pose as “organic” although they are really synthetic. This 
illustra tes the gullibility of the user—particularly  regarding THC.

Wittenborn, J. R., ed. “Modern Problems of Pharmopsychiatry,” vol. 12. Proceed
ings of a Symposium held at the twenty-first International Congress, Paris, France, 
1976.

LIFE SCIENCES—C UR RE NT CONTENTS

The following abstract s were obtained by a manual search of Current Contents 
dated January 1978 through March 1978. Approximately 1,100 separate  journals are 
included in this index.

“An Analysis of Phencyclidine Street Drug Proportion in Ontario .” “Canadian 
Journal of Pharmaceutical  Sciences,” vol. 12, No. 4, October 1977. Note: H. G. Giles; 
K. L. Adamson; J. A. Marshman; E. M. Selles.

Chait, L. D. and Balster, Robert L. “The Effects of Acute and Chronic Phencycli
dine on Schedule-Controlled Behavior in the  Squirrel Monkey.” “Journal  of Phar
macology and Experimental Therapeut ics,” vol. 204, No. 1, Jan uary 1978.

Cogen, F. C.; Rigg, G.; Simmons, J.  L.; and Domino, E. F. “Phencyclidine Associat
ed Acute Rhabdomyolisis.” “Annals of In ternal  Medicine,” vol. 88, No. 2, Feburary  
1978.

“Correspondence. More about poisoning by Phencyclidine (“PCP” “Angel Dust”).” 
“The New England Journal of Medicine,” vol. 297, No. 25, December 22, 1977.

“On the Inter ac tio n of Drugs with the Cholinergic Nervous System. I. Tolerance 
to Phencyclidine Derivatives in Mice: Pharmacological Charac terization.” “Psycho- 
Pharmacology,” vol. 56, No. 1, 1978.

“On the In ter ac tio n of Drugs with the  Cholinergic Nervous System. II. Cross- 
Tolerance between Phencyclidine Derivatives and Cholinergic Drugs.” “Psycho- 
Pharmacology,” vol. 56, No. 1, 1978.

Wilson, A. E. and Domino, E. F. “Plasm a Phencyclidine Pharmacokinetics  in Dog 
and Monkey Using a Gas Chromatography Selected Ion Monitoring Assay.” “Biome
dical Mass Spectrometry,” vol. 5, No. 2, February 1978.

THE NEW YOR K TIME S INFORMATION BANK

The following abstracts represent news items for the period 1971 through Febru
ary 1978. There are 32 items included and they reflect a data  base of 60 newspapers 
or periodicals.

Washington Post editorial supports two bills before M aryland General Assembly 
which would increase penalties for manufacture and distribut ion of phencyclidine 
(PCP); maintains tha t more S tates will tighten statu tes as dangers of PCP become 
more apparen t (S) (Washington Post, February 27, 1978, page: 18, column: 1).

Family of Alvin Whitehead, who was found dead in Parker Center jai l cell shortly 
after his arrest  for unruly  behavior, files complaints totaling $10.5 million against 
city of Los Angeles, Calif.; allege police negligence in restra ining  Whitehead; coro
ner ’s report indicates death was due to broken neck; finds presence of drug PCP in 
bloodstream; in related incident, four Los Angeles County jail inmates stage hunger 
strike  to protest Los Angeles NAACP official Ferdinand Bell’s death by asphyxia; 
charge tha t death  came after police res tra int  during arrest  for reckless dr iving (M) 
(Los Angeles Times, February 23, 1978, section: 2, page: 1, column: 4).

Law enforcement officials at  Maryland Congressional hearings urge harsher pen
alties for manufacture and distribu tion of drug phencyclidine (PCP); Richard L 
Hamilton tells House Judiciary Committee PCP is easily made, easily obtained and 
relatively cheap; estimates 32 percent of people enrolled in Maryland drug treat
ment programs have had “problems” with PCP; Timothy E. Clarke tells Senate 
Judicial Proceedings Committee it  takes 6 hours to transform $125 worth of noncon-
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traba nd drugs into $37,000 worth of contraband drugs; notes PCP is widely used by 
youths (S) (Washington Post, February  15, 1978, section: 3, page: 1, column: 1).

Los Angeles County she riff s depar tment  and Drug Enforcement Administ ration 
agents conduct one of larges t drug raids on record, seizing $300 million worth of 
PCP and Quaaludes; raid of four laboratories in Azusa-Covina area of San Gabriel 
Valley ends year-long investigation into nationwide drug operation; five persons 
arrested in raid, Billy Calvin Bailey, 47, his son Billy Stephen Bailey, 26, David Lee 
Bernstein, 29, Ronald Rovano, 35, and Dana Roma Montgomery, 24, are charged 
with conspiracy to manufactu re controlled substance and possession with inte nt to 
distribute (S) (New York Times, December 18, 1977, page: 23, column: 1, fiche: 
352-01-37).

Washington, D.C. Superior Court Judge Tim Murphy rules 3-year-old City Council 
drug regulation prohibiting possession of LSD, PCP, Preludin, Quaaludes, and Rita
lin unenforceable because it does not specify why they are dangerous: U.S. Attor
ney’s Office petitions DC Court of Appeals for early hearing (M) (Washington Post, 
December 13, 1977, section: 3, page: 1, column: 3).

Washington (DC) Court of Appeals reverses ruling by Superior Court Judge Tim 
Murphy; declares that  City Council regulation tha t prohibits possession of five 
commonly abused drugs is valid: drugs involved in regulation are LSD, PCP, Prelu
din, Quaaludes, and Ritalin  (M) (Washington Post, December 17, 1977, section: 2, 
page: 1, column: 5).

NYC and Fed officials warn tha t phencyclidine, animal tranquilizer  tha t has been 
rejected for use on humans because it may induce violence and psychosis, has found 
way into marijuana cigaret tes of thousands of adolescents in city in previous 6-8 
months; doctors are agreed that,  unlike marijuana, phencyclidine or PCP, also 
known as “angel dust,” “dust ,” “busy bee,” and “elephant tranquilizer ,” is very 
dangerous; complications detailed (M) (New York Times, November 10, 1977, section: 
2, page: 24, column: 1, fiche: 314-77-97).

Queens (NYC) District Attorney  John J. Santucci announces  tha t three  illegal 
laboratories tha t had produced several millions of dollars worth of hallucinogenic 
drug PCP had been closed and 58 persons arres ted; states  that  arrests had resulted 
from 7-month investigation (M) (New York Times, October 21, 1977, section: 2, page: 
2, column: 1, fiche: 294-77-83).

Fed and California d rug officials note increasing use of drug phencyclidine hydro
chloride (PCP) among Americans, especially teenagers ; in another  matter , National 
Inst itute on Drug Abuse estimates tha t almost 8 million Americans have tried 
cocaine; holds cocaine can cause adverse side effects and s trong psychological depen
dence; NIDA Director Dr. Robert DuPont opposes any easing of legal res trictions on 
cocaine, although he endorses relaxation of stiff penalties for marijuana; in another 
matter, NIDA makes no state men t on whether mari juana  poses serious, long-term 
heal th hazard, explaining that  question requires fur ther study (M) (Time, July  18, 
1977, page: 49, column: 3).

Increasing use by U.S. adolescents of drug PCP discussed; observers note drug  was 
first used in 1960’s to spike other drugs such as marijuana, LSD and THC; doctors 
and psychiatrists r emark drug causes paranoia and schizophrenia; question why it is 
currently  so popular; feel in light of users ’ often violent reactions, drug is probably 
more harmful than  any other around; individual cases of PCP use discussed; photos 
of users (L) (Washington Post, July  3, 1977, section: 8, page: 4, column: 1).

Fed and State officials report laboratories hidden away in southern California’s 
back country are supplying drug users, mostly teenagers, with cheap but deadly 
substitute  for increasingly expensive narcotics; explain operations are carte ring to 
revived mkt. for phencyclidine because street value of other narcotics have in
creased by 25 percent to 30 percent; claim laboratories are supplying users not only 
in California, but also in NYC, Chicago, and other  U.S. drug centers; add it is 
difficult to track down laboratories because of the ir mobility; note dangerous side 
effects of drug and growing number  of related drug death s attr ibuted to PCP (M) 
(New York Times, July 3, 1977, page: 20, column: 1, fiche: 184-01-39).

Jury returns second-degree murder verdict against  Charles Peters, tried in Red
wood City (Calif.) for slay ing 22-month-old Manuel Tsingaris; also finds Peters guilty 
of attempted murder of child ’s mother, burglary,  and assau lt on police officer; 
Peter s had taken phencyclidine (PCP) before he broke into Tsingaris home (M) (San 
Francisco Chronicle, Jun e 17, 1977, page: 3, column: 1).

U.S. drug authority  Dr. David Smith, founder of Haight-Ashbury Free Clinic, 
describes effects of drug phencyclidine (PCP) dur ing testimony  in San Mateo (Calif) 
murder trial  of Charles Peters;  notes drug appeared on stre ets in ’68, but claims use 
of drug is increasing at  ala rming rate; repts use is more often chronic than occasion
al, and long-term effects are  often severe and unpredictable; holds Hayward (Calif)
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has become ‘PCP C apital of th e World’ with 20-30 overdoses being  tre ate d daily in 
East Bay area; believes Pete rs, who claims he does not remember  murdering  22- 
month-old baby Manuel  Tsingaris an d stab bing  baby’s p reg nant mother, is su ffering  
from am nes ia typica l of PCP toxic psychosis; photo of Smith and of Pe ters (M) (San 
Franc isco Chronic le, J un e 14, 1977, page: 2, column: 1).

Dr. Irm a Stra ntz , Los Angeles County drug  program dir, and Dr Leon Marder 
rep t sharp incre ase in usage of phencycl idine or ‘ange l du st’ by you th (S) (Los 
Angeles Times, May 31, 1977, section: 2, page: 1, co lumn: 3).

Natl In sti tu te  on Drug Abuse dir  Dr Rober t L DuPont, speaking at  major natl  
conf on dru g addiction at Hy att  Regency Hotel in San Francisco, rep ts over % of 
U.S. h erio n dea ths and over V4 of a ll oth er  drug-re lated dea ths  occur  in Calif; notes 
th at  veter ina ry tran qui lize r phencycl idine (PCP), which firs t app eared in Haight - 
Ashbury  over decade ago, is rea ppearin g freq uently in San Francisco and  is thought 
to be cause of increasing violence; in relate d artic le, Cali f drug abus e chie f Stu art  
Snyder rep ts Calif saved $12.5 mill ion in police and prison costs during firs t 6 
mon ths of ’76 when new a nd libe ral ma rijuana  law became effective; sta tist ics cited; 
Dupont por (M) (San Francisco Chronicle,  May 6, 1977, page: 4, column:  1).

Miami, Fla,  Drug Enfo rcem ent Adm agents break up clan des tine  Deerfie ld Beach 
labo rato ry, seizing ingredients for $39 million wor th of halluc inogenic  drug Phency
clidine;  raid was staged on auto mob ile rep air  shop described  as fro nt for illegal 
manuf act uring operation; list  of  those arr est ed at  Mobile Automotive Repa ir Service 
included (S) (Miami Herald, December  19, 1976, section: 4, page: 8, column: 1).

Man awa iting trial in Montgomery County (Md) drug case is found dead in his 
ap ar tm en t with  hands handcuffed  behind back; nam e with held by police; was 
among  7 arrested Oct 28 ’76 for ma nufac tur ing  PCP (phencyclidine)  from chems 
allegedly bought from Medical Supplies  Ltd of S ilver Springs, which  employed him; 
co is not involved in illegal ma nufac tur ing  scheme (M) (W ashing ton Post, December 
5, 1976, section: 4, page: 1, column: 6).

Seven members of Pagans motorcycle club are among 9 indicated by U.S. grand 
jur y on charges  of conspiring to mfr  and  dis trib ute  PCP and  ‘speed’ drugs; Pag ans’ 
nat l pres John  Vernon  Marron, tre as  Gregory Dorsey, and  sgt-at-arms Kirby Kelle r 
are amo ng those  indicted in Bal timore for dis trib uting  drug s in Wash ington , DC, 
area (M) (Washing ton Post, Novembe r 5, 1976, section: 3, page: 9, column: 1).

Barba r Falconer  survey discusses med care for fans at  rock music  concerts; 
men tions  existence of San Franc isco, Calif, Haig ht-A shbu ry Free Med Clinics’ rock 
med section; clinic works with rock music conce rt promoters to provide fans on the  
spot med care;  day with rock med un it at  conce rt deta iled;  alcohol, LSD, m arij uan a 
and phencycl idine  pointed out as dru gs favored among yo ung people; photos (L) (San 
Francisco Chronicle,  October 14, 1976, page: 25, column: 1).

Byron Earl Fountaine , arr est ed  on charges of mfr dang erou s dru g phencyclidine 
(PCP) and  released pending sentenc ing, was arr est ed again and charged  with  new 
scheme to mfr  same drug  (M) (Washin gton Post, August 28, 1976, section: 2, page: 1, 
column: 2).

Charles Jam es Layne tells  Baltim ore  (Md) jury th at  he helped set  up chemical lab 
in Whe aton  (Md) for manufacture  of PCP, hallucinogenic  drug, for sale  in Washing
ton, DC, metropolita n area;  8 DC a re a men have been charged with conspiracy to 
manufacture , dist ribu te and possess illega l drug (M) (Washington Post, August 11, 
1976, section: 3, page: 1, column: 6).

HEW chem ist Vince nt Francis  Ma tur i is ar res ted  in Poolesvi lle (Md) by Montgom
ery County police; charges are mfg and  conspiring to mfg phencycl idine  (PCP), 
hallucinogenic  drug; police confiscated $6,000 worth  of lab equ ipm ent and chemicals, 
plus one and  a hal f pounds of PCP compound; 8 others arr est ed (M) (Washington 
Post, J uly 30, 1976, section: 3, page: 1, column:  6).

Drug Enfo rcem ent Admin reve als breakup of int erna tl,  illicit drug -making  oper
ation  ope rat ing  two labs in San Francisco area; labs made me thamphetamine  
(speed) and  PCP (phencyclid ine) and  are located in Belmont and San Rafael; they  
are  said to have  capacity for producing $500 million wor th of p ills a week (M) (San 
Francisco Chronicle,  J uly  14, 1976, page: 25, column: 1).

Eight perso ns indicted by Fed gra nd  jury, Alexandr ia, Va, for conspiring to mfr 
and sell up to $40 million wor th of hallu cinogen phencyclidine; sec ret labs making 
drug  were  set  up in 4 private homes in northern  Va, 2 in Colo and  one in Los 
Angeles (S) (New York Times,  December  20, 1975, page: 25, column: 3, fiche: 
354-75-66).

Alex andria, Va, grand jury  cha rges 8 persons with  conspiring to mfr  and dist rib
ute $40 million worth of hallucinogen ic drug phencyclidine, commonly known as 
PCP or ‘killer weed’; ind ictm ent  c ulm ina tes  inve stiga tion of more th an  2 yrs by Fed
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Drug  Enforcement Adm and  local police depts; those named in indictment  listed  (L) 
(Wash ington  Post, December 19, 1975, section: 2, page: 1, column: 7).

Drug  Enforcement Adm age nts  raid Alexandria , Va, antique shop, Wash ingto n, 
DC, storage bldg and W Va farmh ouse in effo rt to break up large  labo rato ry 
capa bili ty for production of halluc inogen PCP; ar rest Dwight Tolliver and Michael S 
Ste ine r at  Alexandria  store ; confisca te 5,000 pounds of drugs used to make PCP, 
plus  laboratory equipm ent (M) (Washington Post, Sep tember 25, 1975, section: 2, 
page: 1, column: 5).

Arti cle on phenc yclidine (PCP), num ber  2 drug problem, aft er  ma riju ana , in 
Fai rfax County, Va; Ulus (M) (Washington Post, Ju ne  8, 1975, section: 2, page: 1, 
column: 3).

Drug Enforcement Adm seizes chems with  potent ial for producing $900,000 worth 
of drug phencycldine; cha rges Rosemary Thompson and 3 men  with  mfg hallucino
genic in S Cen tral  Va (M) (Washington Post, Ju ne  4, 1975, section: 3, page: 3, 
column: 1).

Md Sta te police Apr 10 break up drug  dis tributio n ring on Univ of Md’s College 
Pa rk  Campus with  a rres t of 53 persons; Sta te police spokesman Bill C lark says raid s 
reac hed  up to top echelon of a syndicate th at  in las t 9-mos had hand led over $2- 
million of marij uan a, plus $100,000 of methaq ualone  and  larg e amo unts  of PCP and 
LSD; raid deta iled (M) (Washington Post, Apri l 11, 1974, page: 1, column: 1).

Montgomery County, Md, and  fed drug officials ar re st Howard Russell Andre ws 
Ja n  16 on charges of op era ting halluc inogenic dru g-m anu fac tur ing  labo ratory in his 
plan t in Rockville, Md; he is owner of  Sigma Labs; fed a gen ts seize more tha n 90 lbs 
of hallucinogenic drug , phencyclid ine (PCP) (Washington Post, Ja nu ary 22, 1974, 
page: 1, column: 5).

Bri t Judge Gran t says phencyclidine, drug called  ‘ange l du st’ which causes  people 
to believe they have  been reduced to size of Tom Thum b, should be proscr ibed by 
Parlia me nt;  drug is n ot covered by Dangerous Drugs Act; Paul Scott-Marsh is given 
len ien t sentence  a fte r being convicted of plotting to supply dru g illega lly (M) (Times 
of London, December 20, 1973, page: 4, column: 1).

Arlington (Va) police ar re st  8 employes of Wes tern  Elec pla nt on charges  of 
sell ing heroin , ma rijuana  and  phencyclidine  (Washington Post, November 5, 1971, 
section: 3, page: 2, column: 2).

Appendix B

DISCUSSIONS  AND  INT ERVIEW S

Bellevue Hospital, City of New York, Dr. John  Gra ham , Direc tor, Psychia tric  
Emergency Area.

Dr. Selina Bendix, Bendix Ins titu te, Berkeley, Cali forn ia, Env iron men tal Review 
Officer.

Chie f Medical Exa min er, City of New York, Dr. Dominick DiMaio.
Cornel l Medical College, New York Hosp ital, Mr. J. Car lin,  Apothecary- in-Chief.
Depar tme nt of Jus tice , State  of California,  Rober t S. Elsberg, Special Agent.
Dis trict  At torney ’s Office, Queens County, New York, Michal L. Rice, Ass ista nt 

Dis tric t A ttorney.
Drug Enforcem ent Admin istra tion: Floyd Anderson, Research; Ken neth Dur rin,  

Director, Office o f Compl iance  and Regulato ry Affairs; Jim  Huff, DAWN data; Dr. 
Judy  Lawrence, Regulatory Control; Howard McClain, Jr ., Federal  Register; David 
Melocik, Congressional Liaison.

Lynn Freedman, Research Librarian .
Honorable  Alan  G. Hevesi,  New York Sta te Assembly, Cathy Lynch, Legislative 

Assis tant.
Dr. Leon Katz, Organic Chemist.
Steven E. L erner, Steven E. Lerner, R. S tan ley  B urns , Ronald L. Linder, Na tional  

Consu ltan t Service (PCP), San Francisco, Califo rnia.
Narcotic Division, New York City Police Depar tment , Sgt. Bernard Gillespie.
Nati ona l Conference of S ta te  Legislators, Deena Bellas, Crimin al Jus tice Division, 

Denver .
Nat ional Insti tut e on Dru g Abuse: Dr. Dory nne Czechowicz, Prog ram Manage

men t; Dr. Norman  Krasner, Behavioural Research;  Dr. Heinz Surer, Chemist; Dr. 
Robe rt Willet te, Liaison to DEA and FDA.

Office of Drug Abuse Services, Sta te of New York: Leonard  Berry , Public  Inform a
tion; Dr. Douglas Lipton, Assist ant  Commissioner.

Office of the  Mayor, City of New York, Pe ter  A. P iscit elli,  Chie f Albany Lobbyist.
Office of Probation, C ity of New York, Thomas Jacobs, Commiss ioner.
Parole  Board, State  of  New York, Ed H ammock, Commander.



200

Pharm-Chem Newsletter, Palo Alto, California, Jerrie  Dayharsh.
Phoenix House Foundation, Inc.: Dr. Mitchell S. Rosenthal, Director; Susan Pinto, 

Executive Assistant.
Saint  Elizabeth’s Hospital, National Institute of Mental Health , Dr. Paul V. 

Luisada, Deputy Medical Director, Area D, Community Mental Health Center.
Dr. Alex Shulgin, Research Chemist.
S.P.A.R.K., City of New York High School Drug Abuse Prevention Program, 

Arthur  Jaffee, Director.
Youth Aid Division, New York City Police Department , Capt. J . Daly.

Appendix C
METHOD S OF CONV ERSIO N OF  SUB STA NCES TO PIPE RI DI NE

1. Reduction with Tin and Hydrochloric Acid.—One would need a flask equipped 
with a sti rre r and a reflux condenser. The reflux condenser could be hooked up to 
the water faucet in the kitchen, and a kitchen stove could be used to supply heat to 
the flask. Tin, Hydrochloric Acid and Pyridine would be added to the flask. Apply 
heat agita te and reflux overnight. Pour  contents through a fluted filter and evapo
rate  to dryness in a  large evapora ting dish. The product is a salt  of piperidine. It  is 
released by t reatmen t with caustic (NaOH) and taken up in a suitable  solvent for 
the next reaction.

Equipment is basically simple. A high school chemistry student and above could 
handle this.

2. Reduction with Sodium Metal and Absolute Ethanol.—Into a large flask, with 
or without  a  stir rer charge the  ethanol and pyridine. Slowly add small pieces 14" x 
14" x 14" of sodium reacts with the  ethanol to genera te hydrogen which reduces 
pyridine to piperidine. Reaction is rapid  initially, generates its own heat and goes 
slower as time proceeds. Let go overnight, being cer tain that  hydrogen gas generat
ed is led out of a window. Evaporate whole mixture afte r trea tment  with acid. The 
white sal t is piperidine salt plus a sodium salt (sulfate or phosphate  or hydrochlo
ride). Now tr eat as in (1) above, add caustic and proceed.

Equipment is even simpler t han  in (1) above and a high school chemistry student 
could handle this.

3. Catalytic Hydrogenation with Palladium or Platinum Catalyst.—In an all glass 
apparatus equipped for shaking, charge catalyst, ethanol and pyridine. Flush a ir out 
using a water aspirator  which can be hooked up to a kitchen faucet and Fill glass 
bottle appa ratus with hydrogen gas from a cylinder which is under pressure. These 
cylinders plus the pressure valves are readily available from chemical supply 
houses. The reaction is followed easily by reduction of pressure. At the end, the 
contents of the bottle are filtered to recover the expensive catalys t and the filtrat e 
made acid with HC1, H 2SO< or H3PO«. Evaporate to dryness, tre at  with caustic to 
release piperidine and take up in a suitable  solvent.

A variation of this is to run the  reduction in the solvent you wish to use in the 
next step. We can discuss this by telephone . This would make work-up much easier.

Although I feel tha t a good high school student could do this, and I have taught 
technicians  to perform these operations, I feel a first year chemistry major in 
college is a bette r bet. The hydrogenation apparatus  would have to be purchased 
from a supply house. A good mechanically oriented high school s tudent could build 
it from a motor and spare parts.

4- Catalytic Hydrogenation with Raney nickel.—This is identical to (3) above 
except that  it requires a sophisticated  expensive autoclave and a grea ter degree of 
sophistication. A small one-quar t au toclave costs $6,000 to $8,000. Reaction is run at 
100-250 atmospheres as opposed to 25-50 pounds in (3) above.

5. Electrolytic Reduction in 20 Percent Sulfuric Acid  Using a Lead Anode.—I am 
not experienced in electrolytic processes, but this is relatively simple to do if one 
has the cells, anodes and a D.C. power source. Isolation of piperidine would be 
similar  to those above.

I feel advanced college chemist ry students could handle this. The acquisition of a 
D.C. power source would be th e most difficult hardware to acquire—but it is availa
ble at  gas stations.

OTHER METHO DS USI NG DIFFER EN T RAW MAT ERIALS

1. High Pressure Hydrogenation over Copper-Chromium Oxide o f Glutaric Acid 
Imides or Amides.—This is done in an autoclave at 250-500 atmospheres. It would 
require autoclave identical to that  in (4) above and work-up would be as described 
before. Advanced college chemistry students should be able to handle this.

The reac tions are as follows i f one acquires glutaric  acid.
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Heat

X X

2. T her e are  a var iety  of oth er  chemical rou tes from the following inte rmediates.

a . H2 NCH2 CH2 CH2 CH2 CH2 NH2  A c l d

Heat '

b. BrCH,CH„CH CH7 CH9 Br 
2 2 2 2 2

tte at

d.

t

<
, + NH-, Heat  x Tf

Pre ssur e 7  Pip er id in e

I t
7 S / t o  + NH3 Heat

Pr es su re

Reduction  
as in  1.

f i
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Appe ndix D

Manu factur ers  and Suppliers of P ipe rid ine, Pyridin e and Cycloh exanone 

PIPER IDINE

Manu/oc lune rs
Abbott Labo rator ies, Chemica l and  Agricu ltural Division, D-902 
Reilly Ta r and Chemical Corporation.

Suppliers
Aldrich Chemical Co., Inc.
BASF Wyandotte Corporat ion, In ter me dia te Chemicals Dept.
J. T. B ake r Chemical Company.
Chemical Dynamics Corpora tion.
Chemical Samples Company.
Chem Service, Inc. (smal l quantiti es only).
Eas tern Chemical Div. of Guard ian  Chem ical Corp.
Eas tman Organ ic Chemicals, Ea stm an  Kodak Co.
Howard Hal l & Co.
I.C.N./K. & K Life Sciences Group.
Lac hat Chemicals, Inc.
La P ine  Sc ientific  Company.
MC & B Manufactu ring  Chemists.
Mal linck rodt , Inc., Science Produc ts Div.
Pfaltz & Bau er, Inc., Div. of Aceto Chem ical Co.
Sigma Chemical Company.
Tridom Chemical Corporation.
George Uhe Co., Inc.
VWR Scien tific.

High Grade: Manufa ctur ers and Suppliers
API Sta ndard  Reference M ater ials , Carneg ie-Mel lon University. 
EM Laboratories, Inc.
Fisher  Sc ientif ic Company.

pyridine

Manufa ctur ers
Koppers Company, Inc., Organic Mate ria ls Div.
Nepera Chemical Co., Inc., Sub. of Sc her ing Ag, West Berlin.
Reilly Ta r & Chemical Corporation.

Suppliers
Alltech Associates, Inc.
Accurate Chemica l & Scientif ic C orpo ratio n.
American Scientific  & Chemical.
Apache Chemicals, Inc.
Ashland Chemica l Company, Indu str ial  Chemicals & Solvents Div. 
Bodmon Chemicals.
Chemical Dynamics  Corporation.
Chemical Indu strie s, Inc.
Chem ical Samples Company.
Chem Service,  Inc. (smal l quantiti es only).
Eas tern Chemical Div. of Gu ard ian  Chemical Corp.
Helm New York Chemical Corporation.
La P ine Scientif ic Company.
The Mearl Corpora tion.
Pierce Chemical Company.
Pfa ltz & Bauer  Inc., Div. of Aceto Chem ical Co.
T. R. America  Chemicals, Inc.
Toyomenka (America) Inc.
George Uhe Co., Inc.
VWR Scientif ic



203

High Grade: Manufacturers and Suppliers

Aldrich Chemical Co., Inc.
Atomergic Chemetals Corporation.
Burdick & Jackson Laboratories, Inc.
J. T. Baker Chemical Company.
API Standard Reference Materials, Carnegie-Mellon University. 
Eastman Organic Chemicals, Eastman Kodak Company.
EM Laboratories, Inc.
Fisher Scientific Company.
Gallard Schlesinger Chemical Mfg. Corporation.
Hach Chemical Company.
Lachat Chemicals, Inc.
MC & B Manufacturing Chemists.
Spectrum Chemical Manufacturing Corporation.

CYCLOHEXANONE

Manufacturers

Allied Chemical Corporation, Industrial Chemicals Div.
Celanese Chemical Company.
Dow Badische Company.
El Paso Products Company.
Nipro, Inc.
Union Carbide Corporation, Chemicals and Plastics.

Suppliers

Allied Chemical Corporation, Plastics Div.
Union Oil Company of California, AMSCO Div.
Atomergic Chemetals Corporation.
Ashland Chemical Company, Industrial Chemicals & Solvents Div. 
BASF Wyandotte Corporation, Interm ediate  Chemicals Dept. 
Eastern Chemical, Div. of Guardian Chemical Corp.
Eastman Organic Chemicals, Eastman Kodak Company.
Fallek Chemical Corporation.
Fisher Scientific Company.
Fairfield Chemical Company.
Great Lakes Terminal and Transport  Corp.
Gallard Schlesinger Chemical Mfg. Corporation.
Hach Chemical Corporation.
Howe & French, Div. of the  Hamblet & Hayes Companies.
Joseph Turne r & Company.
Laramie Chemical Company.
Mallinckrodt, Inc., Science Products Div.
Pfaltz and Bauer, Inc., Div. of Aceto Chemical Co.
Sigma Chemical Company.
Spectrum Chemical Manufacturing Corporation.
T. R. America Chemicals, Inc.
Thompson-Hayward Chemical Company.
Tridom Chemical Corporation.
VWR Scientific.
Worth Chemical Corporation.

High Grade: Manufacturers and Suppliers

Aldrich Chemical Co., Inc.
J. T. Baker Chemical  Company.
Chemical Samples Company.
EM Laboratories, Inc.
Lachat Chemicals, Inc.
MC & B Manufac turing  Chemists.

33-300  0 - 7 8 - 1 4



PCP Use Among New York State Public and Parochial Secondary School 
Students

(By the  New York Sta te Division of Substance Abuse Services)

executive summary

A 1978 survey  of New York Sta te public and parochial school stu dents  enroll ed in 
grades 7-12 revealed  th at  257,000 or 14 percen t have used PCP (Angel Dust) at  least 
once in th ei r lives. This ra te is more than  twice as high as the 1977 nat iona l 
findings on,PCP use for the  12-17 age grou p (6 percent). About 7 p ercent  or 118,000 
of the stat e’s secondary  school stu dents  b egan  t he ir use in the  pas t year.

This rep or t on PCP use is the  fir st of a series of reports from a survey of 
subs tanc e use among New York State  stu dents  conduc ted by the  New York Sta te 
Division of Su bstance Abuse Services.
Majo r findin gs

Of  the  1.8 million secondary school s tud en ts in New York State :
257,000 (14 percent) have used PCP  a t least once in thei r lives;
161,000 (9 percent) report using PCP  since school bega n in September, 1977; 
83,000 (5 percen t) used PCP du rin g the  30 days prior to the survey; and, 
11,000 (1 percent) report  using PCP  at  least 10 times in the  past 30 days.

Of all secondary school students,  118,000 (7 percen t) used PCP for the firs t time in 
1977 or 1978. This  indicates a recent  a nd  rapid spre ad of PCP use in the  sta te since 
46 pe rcent of tho se ever using PCP in itiate d use in 1977 or  1978.

Almost all PCP users have  cons iderable experienc e with  oth er drugs : Over 99 
percen t have also recen tly used one or  more  oth er subs tanc es for nonmedical 
reasons.

Seventh  graders are  least likely to hav e used PCP; 12th grader s are most  likely to 
have  used it. The proportion of PC P use rs incre ases  markedly  between grades  7 and 
8, and between grades 8 a nd 9. P CP use in grades  9 thro ugh 12 is abo ut the  same.

Lifetime, rece nt, and c urrent PCP use is proport iona lly highes t in th e Buffalo and 
Long Island He alth Service Areas and lowes t in the  Rochester Health Service Area.

About th ree quart ers  of th e stu dents  in the sta te who have ever  used PCP a re in 
the  down state  a reas .

PCP-using students  in ups tate  areas ar e more likely to have ini tia ted  thei r use in 
the  past  yea r than  t he  PCP users  in dow nstate  areas.

PCP USE AMONG NEW YORK STATE PUBLIC AND PAROCHIAL SECONDARY SCHOOL STUDENTS
A 1978 stat ewide survey  of New York Sta te studen ts enrolled in grad es 7-12 

revealed th at  257,000 or abou t 14 perce nt have used PCP (Angel Dust) at  least once 
in the ir lives. About  7 percen t or 118,000 of the  State ’s secondary school studen ts 
began  t he ir use in the  p ast  year .

This rep or t on PCP use is the  fir st of a serie s of report s from a survey of 
subs tance use among  New York State  stu dents  conduc ted by the  New York Sta te 
Division of Substance Abuse Services . This is the  firs t statewide surv ey in the  
United Sta tes  to measure  PCP use amo ng stud ents.

Phencyc lindine (PCP) which was developed in the  1950’s has  leg itim ate  use as a 
ve ter ina ry ane sthetic and tran qui lize r. It was originally synth esized for use among 
humans,  bu t its use was rejected due to nega tive  side effects among pat ien ts. Since 
1967 the  substan ce has been produced in clan des tine  labo ratories , illegally dis trib ut
ed, and used on the street. PCP is pop ularly know as “Angel Dus t,” “Dog,” “Super 
Gra ss,” and  “E lephan t Tra nq ui liz er / It  is a dangerous psychoactive halluc inogen 
th at  h as caused severe a nd violent reac tions.

The  surv ey was adm inist ered  in a random  sample of 146 public schools and 48 
parochial schools thro ugh out  the  sta te.  In these schools, a random sam ple of 35,317 
students  completed the  survey. The  que stionnaire  was adm inis tere d in March  and 
April , 1978. The  sample dat a were sta tis tic all y projec ted to reflect dru g use among 
the  stat e’s 1,817,000 stud ents enro lled in grades  7-12. The self- administered  ques
tionnaire employed in the  survey asked abo ut the  nonmedica l life time  use, recency 
of use, and  frequency of use for the  following substances : PCP, hallucinogens, 
cocaine, glue  or solvents, hero in, methadone , ma rih uana, hashish , “ups” 
“downs” *, tranqu ilizers , cough medicine,  oth er narco tics, alcohol, including beer,

‘ “Ups” and  “downs” refer to stimu lan ts and depressants. Such drug s as Benzedrine,  Dexe- 
drine, and diet  pills are  stim ulants  th at  are typically abused; and  Tuina ls, Seconals, Darvon, 
and Quaalude  a re  depres sants that  a re typ ical ly abused.



wine and  hard liquor, and  cigare ttes . Later reports will highlight  findings for these 
oth er  substances.

The  following sections  pre sent findings for PCP use for the sta te as a whole, 
among the  eigh t health service are as in the  sta te,  and for each grade . Ano ther  
section presents  findings abo ut the  rece nt use of oth er drug s by PCP users. The 
fina l section presents  separat e findings for each  of the  eigh t he alt h service area s. 

Statewide Findings (table 1)
Of the 1.8 million secondary school stud ents in New York State :

A litt le over 14 percen t (257,000) have used angel dus t (PCP) at  leas t once in 
thei r lives (l ivetime use)*

Almost  9 percent  (161,000) report  using PCP since school began in September, 
1977 (recen t use)*

About 5 percen t (83,000) used PCP dur ing  the  30 days prio r to the  survey 
(cu rrent use); and,

About one percen t (11,000) report using  PCP on at  least 10 occasions in the  
past 30 days (cu rrent heav y use).

About 7 percen t (118,000) of New York State ’s secondary students  used PCP for 
the  fir st time in 1977 or 1978. This indicates a recent  and rap id spread of PCP use 
in th e Sta te since 46 percent  of those ever using  PCP firs t used the  drug  in 1977 or 
1978.

New York Sta te’s PCP use amo ng secondary school stu dents  (14 percent) is more 
than  twice as high as the  1977 nationa l findings for the  12-17 age g roup (6 percent).2

» Abelson, H. I.; Fish burne,  P. M., and Cisin, I., “National  Survey on Drug Abuse: 1977,” 
conducted for the  National  In st itu te  on Drug Abuse by Response Analy sis Corporation and  the 
George  Washington University .
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Regional comparisons (table 1 an d a ttached map)*
Of New York State’s eight heal th service areas (henceforth HSA):

About three quarters of the  students in the state who have used PCP at  least 
once live in the downstate area. This includes the New York City HSA (92,000 
students), Long Island HSA (55,000), and White Plains HSA (33,000).

The Binghamton HSA has the fewest students report ing the use of PCP 
(5,000).

Lifetime, recent, and current use of PCP is proportionally highest in the Buffalo 
and Long Island HSA and lowest in the Rochester HSA.

Current heavy use of PCP (use 10 or more times in the past 30 days) is highest in 
the  White Plains HSA. In this  area, 1.3 percent of enrolled studen ts or 3,000 are 
heavy users. New York City has the largest number of cur ren t heavy users of PCP, 
about one percent or 4,000 students.

New use of PCP is most common in the  Buffalo HSA (8 percent  of enrolled 
students or 14,000), Binghamton HSA (8 percent or 3,000), White Plains HSA (8 
percent or 16,000), and Long Island HSA (8 percen t of 24,000).

D IV IS IO N  OF SUBSTANCE ABUSE SERVICES

In the Buffalo, Syracuse, and Binghamton HSAs, more tha n half  of the PCP users 
star ted their use in 1977 or 1978. For the remain ing HSAs, PCP use start ed earli er 
tha n 1977 for a majority of the students. Thus, PCP-using students in upsta te areas  
are  more likely to have init iated  thei r use in the  past year than the PCP users in 
the downstate areas.

• In thi s rep ort the nam e of a major cen tra l city (except for Long Islan d) is assigne d to the  

en tir e he alth service ar ea  (HSA). For  exam ple, in the tabl es and  tex t, the  ter m “Buffalo  HSA ” 

ref ers  to the  Weste rn New York  HSA and  inclu des the  cou ntie s of Nia gar a, Erie, Orl ean s, 

Genese e, Wyoming, Allegany , Ca ttar aug us,  and  Ch aut auq ua.  All of the coun ties located wit hin  

eac h HSA app ear in th e at tac he d map. The sta tist ica l finding s app ly to all coun ties in th e HSA 

an d not  on ly to th e maj or ce nt ra l city.
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PCP use by grade (table 2)
PCP use among New York State studen ts consistently relates  to grade level. The 

7th graders are the least likely to have used PCP (about 5 percent or 16,000); 12th 
graders are the most likely to have used PCP (about 22 percent or 51,000).

The proportion of PCP users increases markedly between grades 7 and 8, and 
between grades 8 and 9; this finding emerges for several measures of use: lifetime 
use (used at  least once in lifetime), recent use (use since school began in September, 
1977), and current use (use in the 30 days prior to the  survey). For example, findings 
for recent use indicate the following numbers and percentages of PCP users by 
grade:

Recent use

Grade N Percent

7 .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  11,000 4
8 .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  20,000 7
9 .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34,000 10

For grades 9-12, however, the percentage of users does not greatly  differ from 
grade to grade:

Rec ent  use

Grade N Percent

9 .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  34,000 10
10 .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  37,000 11
11 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  32,000 12
12 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  27,000 11

The 7th and 8th graders are least likely to be heavy (10 or more times in the past 
30 days) users. The rates of use for 9th, 10th and 11th graders are  all the same—just 
below one percent.
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Of PCP users in grades 7-9, 64 percent (or 58,000 students) first used PCP since 
Jan uary 1, 1977, compared to 36 percent (or 60,000 students) of all PCP users in 
grades 10-12.

New use seems to peak among 9th graders, with almost 9 percent (or 30,000) of 
the studen ts first using PCP in 1977 or 1978. Thus, among the 48,000 9th graders 
who have used PCP 30,000 or 63 percent first used it during the past year.
Recent use o f other substances by recent PCP users (table 3)

Almost all PCP users have considerable experience with  other drugs.
Over 99 percent have also recently used one or more other substances.

Of the 161,000 studen ts who used PCP since September 1977: 
about 98 percent (157,000) also recently used marihuana , 
about 71 percent (114,000) also recently used hashish, 
about 48 percent (78,0000 also recently tried “ups.” 
about 39 percent (63,000) also recently used cocaine, 
about 96 percent (154,000) also recently d rank alcohol, 
about 83 percent (134,000) also recently smoked cigarettes.

Among recent PCP users, the fewest students  reported the use of illicit metha
done (11 percent or 18,000) and heroin (12 percent or 19,000).

The recent use of o ther substances by recent PCP users changes somewhat by 
grade level. Among recent PCP users,

7th-8th graders have relatively higher proportions of recent use of glue or 
other solvents (about 45 percent or 14,000 students), cough medicine (about 39 
percent or 12,000 students) and heroin (about 26 percent or 8,000 students) th an 
the ir upper class, PCP-using counterparts.
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ll th —12th graders have higher  proport ions  of r ecent hallucin ogen use (about 
42 p ercent  or 25,000 s tudents) th an  thei r lower grade, PCP-using counterparts.  

Several tend encies across grades ar e also observed among recent  PCP users: 
recent  use of heroin , illic it me thadon e and glue  or solvents declines with

grade level.
recent  use of marihuan a, has hish, “up s”, and  alcohol increase s somewhat 

with g rade level.
recent  use of “downs,” tranqu iliz ers , and oth er narcotics  peak s some what  in 

the  9 th and  10th grade.
Data  not presented here  indicate  th a t findings for lifet ime use are the  same as 

recent use. Th at is, almost all persons who have  trie d PCP once have also misused 
one or more  o the r drugs in thei r lifetime.
Regional f ind ing s (table 1)

This section presents the  majo r findings  for PCP use in each  of the he alt h service 
are as (HSA) of th e state .
Buffalo hea lth  service area (Niagara, Orleans, Erie, Genesee, Wyoming, Chautauqua,  

Cattaraugus, and  Alle gany Counties)
Of  the  second ary school stu den ts in th e Buffalo HSA:

about 15 percent  (27,000) have  used  ange l dus t (PCP) at  least once in the ir 
lives;

about 10 percen t (19,000) r epo rt using PCP since school began  in September,  1977;
abo ut 5 percent (10,000) used PCP d uri ng th e 30 days prior to the  survey;  and, 
less than  1 percent  (1,000) rep or t usin g PCP on at  least 10 occasions in the  

pas t 30 days.
About 8 p ercent  (14,000) of the secondary  school students  in the  Buffalo  HSA firs t 

used PCP in 1977 or 1978. This ind icat es a rec ent  and  rapid spre ad of PCP use in 
the  HSA, since more than  ha lf (52 percen t) of those who have ever  used PCP began 
use in 1977 or  1978.
Roches ter hea lth  service area (Monroe, Wayne, Livingston, Ontario, Seneca, Yates, 

Schuyler, Steuben, and  Ch emun g Counties)
Of the secondary school stude nts  in th e Rocheste r HSA:

about 6 p ercent (8,000) ha ve used ange l dus t (PCP) a t least once in thei r lives; 
abo ut 4 percen t (5,000) rep ort  using PCP since school began in September,  

1977;
abo ut 2 p ercent (2,000) used PCP durin g the  30 days prior to the  survey ; and, 
fewer than  500 s tudents used PCP on at  leas t 10 occasions in the  pas t 30 days. 

About 2 per cen t (3,000) of the  seco nda ry school students  in the  Rochester HSA 
firs t used PCP in 1977 or 1978. This  ind ica tes  a recent  and rapid spread  of PCP use 
in the  HSA, since  38 pe rcen t of those who have  ever used PCP began use in 1977 or 1978.
Syracuse hea lth  service area (St. Lawrence, Jefferson, Lewis, Herkim er, Oswego, 

Oneida, Cayauga, Onondaga, M adison, Tompkins, and Cortland Counties)
Of  the  secondary school studen ts in t he  S yracuse HSA:

about 12 percen t (18,000) have  used  angel dus t (PCP) at  least once in their  
lives;

about 8 percen t (12,000) rep ort  using PCP since school began in September,  1977;
about 3 percen t (5,000) rep ort  using PCP dur ing the  30 days pri or to the  

survey ; and,
fewer than  500 s tudent s used PCP on at  leas t 10 occasions in the  pas t 30 days. 

About 6 percen t (10,000) of the seco nda ry school studen ts in the  Syra cuse  HSA 
firs t used PCP in 1977 or 1978. This ind ica tes  a  very recent  a nd rapid spread  of PCP 
use in the HSA since more tha n ha lf  of th ose  who have  ever  used PCP bega n use in 
1977 or 1978.
Bin ghamto n hea lth  service area (Tioga, Broome, and  Chenango Counties)

Of th e secondary school stude nts  in t he  Bing hamton HSA:
about 13 percen t (5,000) have  used  angel dus t (PCP) at  least once in the ir 

lives;
about 10 percen t (4,000) rep ort  using PCP since school began  in September,  1977;
about 3 percen t (1,000) rep ort  using PCP dur ing the  30 days prior to the  

survey;  and,
fewer than  500 student s used PCP  on at  least 10 occas ions in the  pas t 30 days.
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About  8 percent (3,000) of the secondary school students  in the Bing hamton HSA 
firs t used PCP in 1977 or  1978. This indica tes a very  recent  a nd rapid  spread of PCP 
use in the  HSA since 60 percent  o f those who h ave  ever  used PCP began use in 1977 
or 1978.
Albany  hea lth service area (Frankl in, Clinton, Essex, Ham ilton, Warren, Washing

ton, Fulton, Saratoga, Montgomery, Schenec tady, Otsego, Schoharie, Albany, 
Rensselaer, Delaware, Greene, a nd Columbia Counties)

Of the  secondary school s tud en ts in t he Albany HSA:
about 13 percen t (19,000) have used angel dust (PCP) at  least once in thei r

lives;
T abou t 8 perc ent (11,000) report  using  PCP since school began  in September,

1977;
abou t 4 perc ent (5,000) report  using  PCP during the 30 days prio r to the  

survey ; and,
almost 1 percen t (1,000) used PCP on at  least 10 occasions in the  pas t 30 days. 

About 4 percen t (6,000) o f th e secondary school students  in the Albancy HSA firs t 
used PCP in 1977 or 1978. Thi s indicates a rec ent  and  rap id spre ad of PCP use in 
the region since 32 p ercent of those  who have  ever  used PCP began  use in 1977 or
1978.
White  P lains health service area (Sull ivan,  Ulster, Dutchess, Orange, Putnam, Ro ck

land, and  Westchester Counties)
Of the secondary school s tud en ts in the  W hite  Pla ins  HSA:

abou t 16 percen t (33,000) have  used angel dust (PCP) at  least once in thei r
lives;

abou t 10 percen t (21,000) r eport using PCP since  school began in September, 
1977;

about 5 percen t (11,000) report using PCP dur ing  the  30 days prior to the  
survey; and,

a litt le over 1 per cen t (3,000) have used PCP on at  lea st 10 occasions in the  
pas t 30 days.

Almost 8 percen t (16,000) of the  secondary school stu dents  in the  Whi te Pla ins  
HSA firs t used PCP in 1977 or 1978. This indi cates a recent  and rapid spread of PCP 
use in the  region since 48 percen t of those  who have  ever used PCP began  use in 
1977 or  1978.
New  York City hea lth  service area (Bronx, Richmond, Ma nha ttan , Kings, and 

Queens Counties)
Of the secondary school stu dents  in the  New York City HSA:

abou t 15 percen t (92,000) have used ange l dust (PCP) at  least once in thei r
lives;

abou t 9 percen t (54,000) report  using PCP since  school began  in September, 
1977;

abou t 5 percen t (31,000) report  using  PCP dur ing  the  30 days prio r to the  
survey;  and

about 1 percen t (4,000) h ave used PCP on at  least 10 occasions in the  pas t 30 
days.

About 7 percen t (42,000) of the  secondary school stu dents  in the  New York City 
region  firs t used PCP in 1977 or 1978. This indicates a recent  and rapid  spread of 
PCP use in the  region since  almost ha lf (46 percent)  of those who ever used PCP 
began  use in 1977 or 1978.

♦ Lon g Is lan d hea lth service area (Nassau and  Suf fo lk  Counties)
Of th e secondary school stu dents  in t he  Long Island HSA:

about 17 percen t (55,000) have  used ange l dus t (PCP) at  leas t once in thei r
lives;

about 11 percen t (35,000) report using  PCP since school began in September, 
1 1977;

about 6 percen t (18,000) report using  PCP dur ing  the 30 days prior to the  
survey;  and,

almost 1 percen t (2,000) used  PCP on at  least 10 occasions in the  pas t 30 days.
About  8 percent (24,000) of the  secondary school stu dents  in the  Long Island HSA 

firs t used PCP in 1977 or  1978. This indicates a recent  and  rapid spread of PCP use 
in the  region since 44 percen t of those who have  ever used PCP began use in 1977 or 
1978.
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[From the  National Clear inghouse  for Drug Abuse Information, April 1973]

Phencyclidine (PCP)

(By the  Student  Association for th e Study of Hallucino gens  (STASH), Beloit,
Wisconsin)

Num erous psychoactive drug s orig inally prep ared  for legitim ate  the rap eut ic or 
rese arch  purposes have been rec rui ted  as “consc iousness-expanding” agents by the "*
drug usin g you th community. One such dru g which has  proved both fasc inat ing and
bewi ldering to rese arch ers and user s alike is phencyclidine (PCP), an  animal tran -
3uilize r freely  used in anim al hospita ls and, there fore , easily diverte d to “str ee t” 

rug use. Because of its  markedly dif ferent  effects at  varying dose levels, phencycli
dine  cann ot be a ccurate ly placed in th e “stan da rd” s tim ula nt,  dep res san t or halluci
nogenic categ ories  of psychoactive drugs, alth oug h it acts pharmaco logically like 
both  an hallu cinogen and a cen tra l nervous system stim ula nt.  In ter es t in this drug 
developed from its unu sua l range of effects and  its intended medical usage as 
con tras ted  to  it s abuse  p att ern s on the street .

HISTORY, CHEMISTRY AND PHARMACOLOGY

Phencycl idine was developed in th e late 1950’s and following pharmacological, 
toxicological and  metabolic stud ies in labora tory anim als,  it was recommended for 
clinical tri al s in hum ans in 1957. Pa rke, Davis and  Company ma rke ted  the  drug  
und er the tra de  name Sernyl and received the  U.S. pa ten t for phencyclid ine in 1963.
Orig inal ly phencyclidine was utilized as an ane sthetic age nt in surg ical  procedures 
and,  althou gh it was found to be gen era lly  effective, the  drug often  produced 
unple asa nt side effects. Some p ati en ts experienc ed upon emergence from anes thes ia 
ext rem e exci tement,  visual dis turban ces  and  delir ium.  Other  the rap eutic  investiga
tions of phencyclid ine included its potentia l use as an analgesic (pain  killer) and in 
the  tre atm en t and  research  investigat ion of m ental disorders. Because of th e serious 
side effects and  other problem s with  th e drug, Parke-Davis , in a le tte r to the  Food 
and  Drug Adm inis trat ion  on Ja nu ary 22, 1965, requested th at  fu rth er  hum an clini
cal inve stigations be discont inued . In early  1967, phencyclidine became commercial
ly available for “vet erinary use only ” under the  tra de  nam e Sernylan,  and in 1969,
Parke -Davis acquired the  produ ction  rig hts  to Sern ylan  and  is at  pre sen t the sole 
dis trib uto r of th e drug for legi timate purposes.

Phencyclid ine, l-(l-phenylcyclohexyl) pipe ridin e HC1, is  a white,  stable  solid with 
a mel ting  po int of 243-244°C and is r ead ily  soluble in wa ter  and in ethano l.

The site  and  mode of action of phencycl idine  is as yet  unclear althou gh studies  
indicate  th at  the  drug  acts on the  sensory  cortex,  tha lam us and  mid bra in in such a 
ma nner as to “scramble” in ter na l stimu li thereby imp airi ng percep tua l function ing.
The effects of phencyclidine upon the centr al nervous system (CNS) differ  grea tly 
among  ani ma l species and with  varying dose levels. Whe reas  hyp eractiv ity is more 
promin ent ly observed in mice and  ra ts,  PCP tend s to depress the CNS in higher 
species including man. In low doses (the exac t effective  dosage var ies  depend ing 
upon the  rou te of adm inis trat ion) th e dru g produces a sta te rese mbl ing alcohol 
intox icat ion, including mus cular incoord inat ion and generalized num bness of the  
extremi ties . Analgesia and anesthesia  occur  at  mod erat e dose levels characterize d 
by senso ry disturbances or blockade,  muscu lar  rigidity  and,  perh aps , loss of contact  
with one’s environme nt. Large  doses of t he  drug  may produce convulsions.

Toxicity stud ies conducted  at  the  resear ch labo rato ries  of Parke,  Davis (Chen,
Weston and  Weston) revealed th at  the acu te LD-50s (the  letha l dose required to kill 
50 percent of the  anim al population  to which  the  drug is adm inis tere d) for ra ts are:
179±0.40 mil ligrams per  k ilogram (mg./kg.) oral,  and 15.9±0.6 mg./kg. intravenous
ly. Chron ic daily  adm inis trat ion  of phencycl idine of 1.0 mg./kg. ora lly or intr ave 
nously for 6 to 9 weeks was tolera ted  by dogs. Monkeys tolera ted  daily intravenous *
(i.v.) doses of 1.25 mg./kg. or an oral  dose of 25 mg./kg. for the sam e time period.

PATTERNS OF USE

The fir st reported  “st reet” use of phencycl idine  was observed in the  Haight- 
Ashbury  dis tric t of S an Francisco in 1967 (Meyers, Rose and  Smith) at  which time ”
the drug was illega lly marketed as th e PeaCe Pill. The drug-using community was
apparen tly  not happy with the  effects  produced by PCP; the  Haig ht-Ashbury Free 
Medical Clinic  reported th at  “use of the  dru g * * * [had] vir tua lly  ceased” by early 
1968. In the sum mer of tha t year, a drug  called “Hog” appeared in New York City 
and  was iden tified as phencyclidine (Lindgren et al.). Although  PCP had  not proven 
to be a dru g of choice among  mem bers  of the  “hip pie” comm unity , by 1969, i t was 
being  mislabel led and promoted as some other des irable psychedelic drug. This
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coincided with the genera l contamination of st reet  drugs and camouflaging of  one 
drug for another. PCP was often the principal ingredient in drugs marketed as LSD, 
cocaine and THC.

In October, 1970, five d ifferent  varieties of “mescaline” sold in Milwaukee were 
analyzed (Reed and Kane). Four of these  samples contained between 2 to 6 milli
grams of phencyclidine, and the fifth sample was LSD. An analysis of alleged 
tetrahydrocannabinol (THC), the suspected active ingredient in marihuana, in the

» Philadelphia area and at rock concerts (Schnoll and Vogel) revealed tha t phencycli
dine was the most commonly used compound in these samples. These findings have 
been routinely confirmed throughout the country.

Stree t use of PCP has been generally confined to oral ingestion or inhalat ion by 
smoking the drug as “Angel Dust,” when it is sprinkled on parsley, mar ihuana or

* othe r smokable substances. Phencyclidine seems to be primari ly synthesized in
illicit laboratories, rather than diverted from legally produced supplies. It is pro
duced in powdered form both alone and in combination with other  drugs, often LSD, 
and is sold in gelatin capsules. The May-June, 1971, issue of the BNDD Bulle tin 
reported tha t the Bureau’s regional laboratory in Chicago analyzed multicolored 
capsules (blue, white and brown layers—the lat ter  was intended to be red) to be 
PCP. This underground synthesis of PCP often produces a  dangerous contaminated 
form of the drug. During the  fall of 1970, a missynthesized batch of phencyclidine 
appeared in the Midwest. The compound was an extremely toxic substance which 
was reported to have produced abdominal cramps, vomiting and, in several individ
uals, coma and death (Reed and Kane).

SUBJE CTIVE  EFFECTS

Reported experiences under phencyclidine a re mainly nondescript or unpleasant  
ones. In subanesthetic doses the experience usually proceeds in three  stages: (1) 
changes in body image, sometimes accompanied by feelings of depersonalization; (2) 
perceptual distortions, infrequently evidenced as visual or audial hallucinations; 
and (3) feelings of apathy or es trangement. The experience often includes feelings of 
drowsiness, inability to verbalize and feelings of “nothingness” or “emptiness.” 
Reports of difficulty in thinking, poor concentra tion and preoccupation with death  
(“meditatio mortis”) ar e frequent. Many users  have reacted to its use with an acute 
psychotic episode.

The following subjective accounts occurred under “norm al” clinical settings. Luby 
et al. administered 0.1 mg./kg. of phencyclidine int ravenously in 150 cc of 5 percent  
dextrose over a 12-minute period.

A subject reported: “I feel far away; now I’m coming back. My arms and legs feel 
distant. ”

A medical student recalled: “Before I realized it, I was standing, but I didn’t feel 
like I was standing. I didn’t know where my feet were, and I didn’t feel myself get 
up. I know I got up fast because my body felt light, jus t as though my legs didn’t 
have much to support. When I began to walk, I d idn’t know where my feet were. I 
could feel my shoes on my feet, the pants around my legs, a  slight ly numb sensation 
like tha t in my arms, but I couldn’t feel them move. * * * There were feelings of 
“selflessness,” of not being human, and of being an “empty nobody.” I am a small 
* * * not human * • * jus t a block of something in a grea t big laboratory.”

Davies and Beech reported the effects produced by a low dosage level of phencycli
dine in normal volunteers. One subject stated: “The feeling was neither pleasant 
nor unpleasant but peculiar ly indifferent. Whilst I retained some insight—I could 
not think  clearly on abstr act topics—my mental processes seemed slow and as well, 
the re was an unwillingness to think, an indifference to the whole proceedings.”

Studies in which a large r dosage of phencyclidine was given in a sensory depriva- 
♦ tion setting indicate that  the  unpleasant experiences were markedly lessoned in

effect. Pollard et al. (1965) administered phencyclidine orally (10 mg.) to college 
students. One student reported: “This is a very strange drug. Doesn’t produce 
images. I don’t feel bad, I don’t feel like I’m drowning, I don’t feel normal. I just feel 
somewhere, but nowhere. I feel like I’m trying to wake up but it’s such a long

9  process, waking up.”
PSYCHOL OGICAL EFFECTS

The profound psychological changes associated with phencyclidine intoxication 
have been variously described and examined. Meyer et al. described the symptoms 
of sensory disturbance produced by the drug to resemble sensory deprivation. This 
contention was supported by Luby et al. who suggested tha t phencyclidine impaired 
the  individual’s abili ty to organize sensory input.
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Rosenbaum et al. compared th e effects of phencyclidine (0.1 mg./kg. intravenous
ly), LSD (1 meg./kg., orally) and amobarbi tal with amphetamine  (500 mg. and 15 
mg., intravenously) on a ttent ion (reaction time), motor performance (rotary pursuit 
test), and proprioception (weight discriminat ion test) in normal subjects. The pre- 
and post-drug test performance of the  subjects were compared with those of chronic 
schizophrenics. Reaction times in a  nonshock condition were markedly  slower in the 
schizophrenics and in the phencyclidine-treated group.

The LSD and amobarbital groups displayed significantly faste r reaction times. 
Under the impetus of shock, no significant differences were observed between the 
four groups. On the rotary pursuit test, the phencyclidine-treated group demonstrat
ed a deficit in motor performance closely approximating the schizophrenics. LSD 
produced significant improvement in this  activity while amobarbital produced essen
tially no change. On the weight d iscrimination test, the phencyclidine group again 
compared with the poor performance of the  schizophrenics, but the LSD and amo
barbital  groups differed notably. The authors inte rpre t the  d ata to suggest tha t the 
primary symptoms of schizophrenia (attent ion and motor function deficits) and the 
effects produced by phencyclidine are  related to disturbances in proprioceptive feedback.

Bakker and Am ini studied the effects of phencyclidine on performance using a 
batte ry of psychological tests. Twenty-five prisoners received orally 5 mg. and 10 
mg. of phencyclidine or a placebo. Significant decrements in performance as com
pared to controls were observed at both dose levels. The authors concluded tha t the 
drug produces a slowing of the functions necessary to perform the tasks presented 
in the test battery. This slowing was considered to be related to a “defense mecha
nism” to avoid making mistakes, as well as a direct action on the centra l nervous 
system. Impairment in performance is dose related as well as dependent upon the 
complexity of the task. Concentration, learning and memory functions were found 
to be severely disturbed.

Ban eZ al. compared the effects of 0.01 to 0.1 mg./kg. of phencyclidine adminis
tered intravenously with several other drugs in 55 psychiatric patients.  Phencycli
dine was found to aggravate pre-existing psychopathologies to a g reat er degree than 
the other  drugs tested, including LSD and mescaline.

Twelve experimental (7.5 mg. orally) and six control subjects were tested for 
perceptual ability by Morgenstern et al. Perimet ry, audiometry, visual acuity, taste 
threshold (quinine), two-point d iscrimination, touch and position sense were tested. 
The results appeared to support the  theory tha t the symptoms produced by phency
clidine may be a result of part ial sensory deprivation. Sensory disturbances were 
observed to occur well in advance of verbal reports of psychological changes.

Cohen et a I. reported the findings of the second par t of the  study previously 
conducted by Rosenbaum. This part of the study was concerned with the effects of 
various drugs (phencyclidine, LSD and amobarbital) upon symbolic and sequential 
thinking. Only phencyclidine was found to approximate the inferior performance of 
schizophrenics on proverb interpretation s and other  similar tests. The findings were 
felt to be consistent with those reported by Rosenbaum.

PHYSIOLOGICAL EFFECTS

Phencyclidine was administered (10 mg. in 100 cc. water  intravenously) to 64 
patients for anesthesia by Greifenstein et al. The drug did not depress circulation, 
respira tion or disturb the cardiac rhythm,  but a moderate slowing of the 
electroencephalographic (EEG) pattern  of the  brain was evident.

Meyer et al. found tha t intravenous  administration of 7.5 mg. of phencyclidine 
blocked the pain response of a pin prick;  this was coupled with a  slowed or at tenuat 
ed response to sensory stimulation. At 9.5 mg., vertical nystagmus (involuntary eye 
movements) and drooping eyelids commonly occurred. After 10.5 mg., drowsiness 
was experienced; objects could no longer be identified by vision or touch, but motor 
movement was preserved. Intravenous administration of 0.25 mg. of phencyclidine 
produced a  slight increase in respiration  and diastolic and systolic blood pressure; 
however, pulse rate changes did not  exhib it a  consistent pattern.

Common periphera l signs of phencyclidine use include flushing, profuse sweating 
and mild relaxation of the arteries. Analgesia, nystagmus, muscular incoordination, 
double vision, dizziness (perhaps resul ting in nausea and vomiting) may also occur. 

TREATMENT OF ACUTE INTOXICATION

There has not been very much experience with the acute trea tme nt of PCP 
effects. Reed and Kane of the  Milwaukee Free Medical Clinic suggest utilizing 
techniques similar to those used for adverse reactions to psychedelic drugs. “The 
more important  of these are: a warm and non-threatening  environment, one-to-one
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contact with an empathe tic individual who would be capable of determining the 
deteriora tion of the  individual’s physical s tate, protection from self-harm, and the 
availability  of hospital facilities.4 A comatose or convulsant patient needs general 
supportive care (respiratory assistance being unlikely) with, perhaps, the “judicious 
use of sedatives.”

LEGAL ASPECTS

► Phencyclidine is considered a controlled dangerous substance under the Compre
hensive Drug Abuse Prevent ion and Control Act of 1970. Illegal possession of 
phencyclidine could resul t in a sentence to a term of imprisonment of not more 
than 1 year, a fine of not more than  $5,000, or both. Conviction of illicit manufac
ture or sale could result  in a sentence to a term of imprisonment of not more than 5

* years, a fine of not more than  $15,000, or both. Subsequent convictions would result
in increased penalties.

COMMENTS

Phencyclidine (PCP) has not been found to be a “drug of choice” by eithe r the 
medical profession for therapeut ic uses or the drug-using population for its subjec
tive qualities. Generally, phencyclidine is sold on the street under the guise of 
another  label such as THC (which has never really been available for stree t use).

“We desperately need to give our youth information about the  risk factor in 
drugs. There’s such a mythology they get; for example: The kids hear that  THC 
(Tetrahydrocannabinol), the active ingredient in marihuana, is available in a cap
sule on the black market. It ’s phencyclidine, the peace pill, which is a veter inary 
anesthetic. In other words, it makes dogs hallucinate, which is why it was never 
released for humans. That’s what the kids are taking, and it’s a very dangerous 
drug.” (John Thomas Ungerleider,  M.D.)

The discomforting feelings (apathy and isolation) often produced by PCP are, 
perhaps, the most impo rtant  factors in the  drug experience.

“When the drug itself  apparently serves to intensify these feelings of anomie, it 
would seem likely t ha t the possibility of psychological harm due to the drug would 
be relatively great. While acute psychotic reactions due to the use of PCP have not, 
per se, been reported, it is quite possible tha t some such reactions attributed to other 
hallucinogens may have been actually due to PCP sold under the name of LSD or 
mescaline.” (Alan Reed, M.D. & Andrew W. Kane, Ph.D.)

[This report was prepared  under Nat ional Ins titu te on Drug Abuse gr an t No. H81-DA-01657 by The Ph ila 

delphia  Polydrug Research  Project,  an  affiliat ion of the  Phil adelphia  Psychia tric  Cente r, Philadelphia, Pa.] 

Phencyclidine Use Among  Youths  in  Drug  Abuse Treatment

(By Alfred S. Friedman, Ph.D., Edward Farley, Yoav Santo, M.A., David Speck, 
B.Ph.)

INTRODUCTION

Phencyclidine has recently  surfaced as one of the most publicized “street” drugs 
in the United States and for some very important  reasons. There are serious 
physiological and psychological dangers associated with the  use of this drug and 
there is evidence tha t it is becoming more widely used. Phencyclidine is relatively 
easy and inexpensive to manufacture and consequently can be targeted to youthful 
drug users of relative modest means.

The drug has been sold under many different names, including “PCP” or “Peace 
Pill,” “Angel Dust,” “Hog,” and “Killer Weed.” It has also been used in many 
differen t forms: powder, table t, leaf mixtures, and “rock” crystal, and in combina
tion with other drugs. On the illicit market, phencyclidine reportedly often is 
substi tuted for another  drug because it is eas ier to obtain. Phencyclidine users can 
never be sure what dose they are getting and there is always the possibility that  
contam inants  may be included with the  drug.

In recognition of the emerging significance of this drug, the National Institue on 
Drug Abuse (NIDA) has initia ted several studies to increase unders tanding  about 
the nature  and exten t of phencyclidine use. In addition, steps are being taken  by 
the Insti tute to develop appropriate  prevention and trea tme nt strategies.

METHODOLOGY

In association with those efforts, the National  Youth Polydrug Study (NYPS), a 
nationwide study of youthful drug use conducted by the Philadelphia Polydrug
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Research Project, made investigation of phencylidine use based on the ir 1976-77 
survey. The 2,750 subjects were drawn from a national sample of 97 drug abuse 
trea tment programs oriented toward a youthful population. All subjects were 18 or 
younger (average age equals 16.4) and all were interviewed between September 1976 
and March 1977, within 3 months of ente ring  into treatment. A brief description of 
the sample in terms of demographic characteristics is shown in appendix A.

The programs represent all geographic regions (urban through rura l settings), all 
modalities, and treated youth of differing racial and ethnic groups. Nonetheless, the 
data base cannot be regarded as wholly representative , since clients and programs 
were ne ither  randomly drawn nor st rictly  stra tified.

Single S tate  Agency staff assisted in the  location of appropriate  youth treatment 
programs. Approximately 350 trea tment  programs, servicing any youthful drug 
abusers, were contacted to determine the  appropriateness and the adequacy of the 
admission rate  of their  youth client populations for the study. Ninety-seven such 
programs were selected, agreed to participa te, and formed the study sample.

The regional distribution of the 97 participating  programs is depicted in the 
following chart.

The trea tment  environments sampled included: inpat ient (hospital), residential, 
day care, and outpatient. The tre atm ent  modalities included: detoxification, counsel- 
ing/psychotherapy, therapeutic comminities, halfway houses, crisis centers, and 
methadone maintenance.  The largest client group, comprising 63 percent of the 
total sample, was in the outpatient  group and was being treated with counseling 
and psychotherapy. The next largest category received trea tment in a residential 
therapeutic  sett ing and accounted for 12 percen t of the subjects.

FINDINGS

In response to NIDA request, the  staf f of th e NYPS made special analysis of its 
data base to produce information about  youthful phencyclidine use. It should be 
recognized that  the findings described represent an early and part ial reporting of 
the data available from the youth polydrug sample. Additional reports, now in 
production, will explore other aspects of youthful drug use.
Phencyclidine (PCP) use

Within the total NYPS sample, 875 cases of the 2,750 (31.8 percent) reported 
either cur ren t or past use of phencyclidine (see table 1). Phencyclidine ranked 
seventh in current or past use among the  15 drug types in the NYPS survey and 
had been used more widely and more frequently than all drugs other  than alcohol, 
marihuana,  hashish, amphetamines, barb itura tes, and hallucinogens.

The size of the phencyclidine-using subsample  is noteworthy. To find tha t 31.9 
percent of the  male sample and 31.7 percen t of the female sample reported to have 
used phencyclidine at some time during the ir young drug use careers was quite 
unexpected. These percentages lend suppo rt to recent reports of a national trend in 
increased phencyclidine use.

As reported above, phencyclidine use was found to be equally in use among both 
sexes, with approximately  a third  of the males and a third of the females reporting 
its use. In regard to racial (ethnic) background, whites were found to report  a higher 
rate  of phencyclidine use re lative to the ir proportion in the sample (see table  2). A 
substantial percentage of the white subjects (42.3 percent), compared to only 8.5 
percent of the black subjects, and 9 percent  of the Hispanic subjects, reported use of 
phencyclidine. (Table 2 shows column percentages and not these row percentages.)

The regional prevalence of phencyclidine in the NYPS sample is described in 
table 3. The Great Lakes and the Midwest regions show the highest rates of 
phencyclidine use, with 46.6 percent and 46.4 percent of respondents from each 
region reporting ever having used phencyclidine. Again, the reader is cautioned 
regarding the nonrepresentativeness  of the  programs and clients selected. Data 
obtained from west coast and Northwest regions particu larly must be seen question
able, as a consequence of the relatively small numbers of clients and programs 
available from which to choose.
The onset of  phencyclidine use

The mean age of first phencyclidine use was 14.6 years  of age and the  mean age of 
first continuous use was 14.8 years. Figure  1 demonstrates graphically  that  age of 
first “continuing” use tends to follow very soon after  age of first use. Consistent 
with most other d rug types in this s tudy (except alcohol, marihuana, and inhalants), 
females reported  the earlie r mean age for first use of phencyclidine: 14.4 years, 
compared to 14.7 years for males (see table 4). It must be recalled that , in order to 
qualify for this sample, subjects had to be between the ages of 12 and 18, inclusive.
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Of the 875 clients report ing any phencyclidine use, 67 percent (586) reported 
“continued” use of phencyclidine (use a t a rate  of a t least once a week for at  least a 
1-month period). The percentage of phencyclidine users who became “continuing” 
(or regular) users (67 percent) is compared in table 5 with  the percentages of users  
of each of the other types of drugs who also became “continuing” users of each of 
those drugs. Thus, only alcohol and marihuan a are reported  as likely to be used at 
least once a week for a 1-month period by grea ter than 70 percent of thei r users.

The phencyclidine user vs. the nonphencyclidine user
Perhaps one of the most remarkable differences between those who have used 

phencyclidine and those who have never used it is the  grea ter involvement of 
phencyclidine users in polydrug abuse: the phencyclidine user reported using twice 
as many substances as the  nonphencyclidine user. Phencyclidine users repor t a 
mean of 6 substances ever used, while nonphencyclidine users report a mean of 2.8 
substances ever used (t=33.4 , p<.0001). Phencyclidine users also reported a higher  
mean number of drugs used during the three months prior to admission to tre at 
ment; 5.8 substances compared to a mean of 2.6 substances by nonphencyclidine 
users (t—28.1, p<.0001). Thus, it is clear tha t for a youth population tha t applies or 
is re ferred for treatmen t, phencyclidine use is commonly an integral par t of a larger 
polydrug abuse problem.
The use o f phencyclidine—one component of a mult iple substance use pattern

It is of part icular inte rest  t ha t not a single subject who used phencyclidine in this 
study used only th is substance. All phencyclidine users were using other substances 
eith er sequentially or concurrently with phencyclidine. Almost all (99.5 percent) of 
the phencyclidine users  used marihuana. Other  drugs reportedly used by phencycli
dine users were: alcohol (97.7 percent); hashish (77.8 percent); amphetamines (75.8 
percent); hallucinogens (72.2 percent). (See table 6.) Interest ingly, other  than alcohol, 
mar ihuana (which is almost universally used in this sample), and hashish, phency
clidine is reported as a drug  of abuse next most frequently by users of amphet
amines and hallucinogens.
Frequency of  use of  phencyclidine

As shown in table 7, of the current users of phencyclidine, approximately 50 
percent were found to be using at an average frequency of once per week or more 
frequently during the  3-month period. Data was avai lable on peak frequency of use 
for 812 of the 875 subjects who ever used phencyclidine (see table 8). Sixty-three 
percent of these subjects were found to have had an average  peak frequency of  use 
of at least once per week. However, a  sizable minority (18.7 percent) of these had an 
average frequency of at least  daily use during  the one month  of peak use.

Ease o f obtaining phencyclidine
More than  h alf (55.5 percent) of the subjects who ever used phencyclidine reported 

that  they  found i t “easy” to obtain (see table 9). Thus, i t may be said tha t the clients 
in this study generally  believed phencyclidine easy to obtain, or at least to be 
“available,” since an additional one qua rter  of the subjects (24.7 percent) rated 
phencyclidine as being “available.”

This finding, however, needs to be put in perspective, since the client sample 
reported  most of the drug types to be a t least as “easy” to obtain and as “available” 
as phencyclidine. Only cocaine, hashish, illegal methadone, and hallucinogens were 
reported to be less easy to obtain or less available.

Sex Difference by Phencyclidine Source
Male youth reported they more often made street buys from dealers than did 

females. Female youth more often received the ir phencyclidine as a gift from a 
friend, presumably from a male friend (see table 10). This finding is apparently  
related to culture-bound sex-role differences which expressed themselves in the way 
illicit drugs are obtained by the two sexes; thus , this difference was also found to be 
present for most of the other types of drugs.

Overdoses and Suicide Attempts
Table 11 appears to show clearly tha t phencyclidine users engage in significantly 

more self-destructive behavior, intentional and /or  unintentional, in the  form of 
overdoses (ODs) and suicide attempts , than do nonusers of phencyclidine. However, 
the  reports of toxic reactions and self-destructive acts cannot be interpreted as 
consequent to phencyclidine use, but simply as associated with persons who use 
phencyclidine. The greater incidence of ODs could be explained at least in part by 
the  more intensive involvement by phencyclidine users with multiple drugs, by a

33-300 0 - 7 8 - 1 5
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greater level of psychopathology among phencyclidine users, etc. Clearly, this is an 
area requiring further investigation.

Table 11 similarly gives the impression that  there  is a more extensive experience 
of previous treatment episodes associated with the use of phencyclidine, as indicated 
by a significantly greater number of previous drug, alcohol, and menta l health 
trea tme nt episodes and hospitalizations, than was reported for nonusers of phency
clidine.
Entry into treatment

Phencyclidine users entered treatm ent  (current admissions) at  an average age of 
16.5. The primary sources of refe rral  to trea tment for phencyclidine users and for 
nonusers of phencyclidine are presented in table 12. Phencyclidine users were 
somewhat less often referred for tre atm ent  by their peers, and somewhat more often 
referred by judges.

Having a history of regular (“continuous”) use of phencyclidine was found to be 
associated with the reporting of a “Family Related Problems” and problems in 
maintaining  school attendance as a consequence of familial  difficulties an d/or learn
ing problems.



CHART 1

REGIONAL DISTRIBUTION OF PARTIC IPATING PROGRAMS

REGION STATES IN  WHICH PROGRAMS PARTICIPATED
NUMBER OF 

PARTIC IPATING 
PROGRAMS

N o r th e a s t C o n n e c t ic u t , M a ry la n d , M a s s a c h u s e t t s ,
New H am p sh ir e , New J e r s e y ,  New Y ork , 
P e n n s y lv a n ia , V i r g i n i a ,  V er m on t

26

S o u th e a s t A la bam a,  A rk a n sa s , F l o r i d a ,  G e o rg ia , 
L o u is ia n a ,  N o rt h  C a r o l in a ,  T e n n e ss e e

16

G re a t L ak es I l l i n o i s ,  I n d ia n a ,  M ic h ig a n , O h io , 
W is c o n s in

18

M id w es t Io w a , K an sas , M in n e so ta , M is s o u r i ,
N o rth  D ako ta

11

S o u th w est A r iz o n a , N ev ad a,  New M ex ic o , O kla ho m a,  
T e x a s , U ta h

l l

W es t C o a st C a l i f o r n i a ,  O re gon , W ash in g to n 12

N o rt h w est I d a h o , M on tana 3

T o ta ls 37 ( S t a t e s ) 97
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TABLE 1

USE OF 15  DRUG TYPES FOR YOUTHS IN  TREATMENT

(N = 2,750)

D ru g Ty pe N %
1 . M ari huan a 2,486 90.

2 . A lc o h o l 2,449 89.

3 . Am ph etam in es 1,237 45.

4. H a s h is h 1,165 42.

5. H a ll u c in o g e n s 1,098 40.

6. B a r b i tu r a t e s 1,097 39.

7. P h e n c y c li d in e 875 31.

8. I n h a la n t s 795 28.

1 0 . C o ca in e 710 25.

1 1 . O th e r  O p ia te s 678 24.

1 2 . H e ro in 344 12.

1 3 . O v e r- th e -C o u n te r 232 8.

1 4 . I l l e g a l  M et ha do ne 108 3.

1 5 . O th e r 44 1.
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TABIE 2

COMPARISON OF SUBJECTS WHO "EVER USED" 
WITH THOSE WHO "NEVER USED" PHENCYCLIDINE

N ev er  U se d 
P h e n c y c l id in e

E ver Use d 
P h e n c y c l id in e

C h a r a c t e r i s t i c N % N %

Se x

M ale 1 ,1 3 8 6 1 .1 534 6 1 .4

Fem al e 72 5 3 8 .9 33 6 3 8 .6

R ac e

W hi te 1 ,0 6 8 5 8 .8 78 4 9 0 .5

B la ck 354 1 9 -5 33 3 .8

A m e r ic a n - In d ia n 11 6 6 .4 18 2 .1

O r ie n ta l 3 .2 4 .5

H is p a n ic 274 1 5 .1 27 3 .1

Age ( a t a d m is s io n )

< 12  Y ears 31 1 .8 1 .1

13 94 5 -0 18 2 .1

14 228 1 2 .2 64 7 .3

15 38 9 2 0 .8 17 3 1 9 .8

16 507 2 7 .1 27 6 3 1 .6

17 398 2 1 .3 22 5 2 5 .7

18 224 1 2 .0 11 7 1 3 .4
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TABLE 3

PHENCYCLIDINE USE BY REGION

Reg ion
Ever  Us ed 

P h en cy c li d in e
Nev er  Us ed 

P h en cy c li d in e Row T o ta l

N Row % N Row % N C ol.  %

G re at l a k e s 270 (4 6 .6 ) 309 (5 3 .4 ) 579 (2 1 .1 )

Mi dwest 116 (4 6 .4 ) 134 (5 3 .6 ) 250 ( 9 .D

S o u th eas t 153 (3 1 .5 ) 333 (6 8 .5 ) 486 (1 7 .7 )

We st C oast 67 (2 7 .2 ) 179 (7 2 .8 ) 246 (8 .9 )

N o rt h east 191 (2 4 .2 ) 599 (7 5 .8 ) 790 (2 8 .7 )

So ut hw es t 72 (2 3 .8 ) 230 (7 6 .2 ) 302 (1 1 .0 )

Nor th w es t 7 (7 .2 ) 90 (9 2 .8 ) 97 (3 .5 )

876 (3 1 .9 ) 1, 87 4 (6 8 .1 ) 2 ,7 50 (100 )
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TABLE 4

MEAN AGE OF

X

1ST DRUG USE &

MALES

S. D. N

1ST CONTINUING DRUG UE

FEMALES

X S .D . N

>E BY SEX

t
Age 1 s t

Use

t
Age 1 s t Co n
ti n u in g  Use

H er oi n A 1 15 .0 l. S - 219 14 .7 1 .6 119 1 .6 5 1 .3 1
A2 15 -5 1 .5 130 15 .2 1 .6 73

I l l e g a l  Methado ne A 1 15 .1 1 .7 70 15 .0 1 .3 37 • 34
.2 2a2 15 .7 1 .5 30 15 .6 1 .5 17

O th er O p ia te s Al 14 .5 1 .7 413 14 .2 1 .8 257 2.1 4*
.5 4a2 14 .8 1 .9 207 14 .7 1 .5 135

A lc oh ol
A 1 12 .0 2 .7 1468 12 .4 2 .5 952 -3 .7 3*»

1 .2 8A 2 13 .9 1 .8 1284 13 .8 1 .7 807

B a rb i tu ra te s A 1 1 4 .2 1 .6 633 14 .0 1 .4 447 2.1 8*
2.8 1*a 2 14 .7 1 .5 423 14.4 1 .4 323

O th er S ed a ti v e s
A 1 14 .4 1 .5 449 14 .0 1 .6 332 3.60 **

2.2 9*a 2 14 .7 1 .5 304 14 .4 1 .5 230

Am phe tam ines A 1 14 .2 1 .6 696 1 4 .0 1 .4 528 2.3 3*
2.7 1*14 .6 1 .7 461 14 .3 1 .5 378

C oc ai ne A1 15 .1 1 .5 450 14 .8 1 .6 253 2. 44 *
a 2 15 .3 1 .7 216 15 -0 1 .4 118 0 .0

M ar ihua na A 1 12 .8 2 .0 1501 13 -1 1 .7 951 -3 -9 7* *
a 2 13 .6 1 .8 1416 13 .6 1 .6 884 0 .0

H as hi sh A 1 14 .0 1 .8 722 13 -9 1 .5 428 1 .0 1
3.1 2*A 2 14 .4 1 .6 457 14 .0 1 .6 236

H all uc in ogens A 1 1 4 .5 1 .6 678 14 .2 1 .4 409 3.24 *»
3.27 **A2 14 .8 1 .5 379 14 .4 1 .5 248

In h a la n ts A 1 1 3 .0 2 .1 534 13 -3 1 .9 253 -0 .6 7
.4 5A2 1 3 .1 2 .2 354 13 .0 2 .2 137

O ver- th e-C oun te r A 1 1 4 .1 2 .0 122 14 .0 2 .2 106 .36
.8 3A2 14 .6 1 .6 55 1 4 .3 2 .3 63

P h en cy c li d in e A 1
a 2

14 .7
1 4 .9

1 .5
1 .4

530
356

14.4
14 .3

1 .4
1 .4

332
216

2.9 8* *
.8 3

O th er
A1 1 4 .0 3 .0 32 13 -3 4 .0 11 .5 3

• 54A2 14 .8 3- 3 20 14 .3 1 .4 6

_ " t"  = e a r l i e r  ag e o f  f i r s t  u se  by  m al es
+ " t"  = e a r l i e r  ag e o f  f i r s t  use  by  fe m ale s
« = s ig n i f i c a n t  a t  .05  l e v e l  o f  co n fi d en ce

»» = s ig n i f i c a n t  a t  .01  l e v e l  o f  co n fi d en ce
Ai  = Age o f  f i r s t  use
A2  = Age o f  f i r s t  C on ti nu in g  use
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TABLE 5

*
PERCENTAGE OF SUBJECTS REPORTING "CONTINUED USE" 

FOR EACH DRUG TYPE .

% o f  "E ve r Us ed"
Dr ug  Type R ep o rt in g  C o n ti n u in g  Use

M ar ihua na 96

A lc oh ol 87

O th er S ed a ti v e 69

B a rb it u ra te s 68

Am phe tam ines 67

P h en cy cli d in e 67

In h a la n ts 62

O th er 60

H ash is h 60

H er oin 60

H all uc in ogen s 58

O ver- th e -C o u n te r Dr ug s 51

O th er O p ia te s 51

I l l e g a l  Me tha done 45

* "C on tinu ed  Us e"  i s  d e f in e d  a s  use  o f  th e  su b s ta n c e  a t  l e a s t  on ce  p e r  
week f o r  a t  l e a s t  a  one mo nth  p e r io d .
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TABLE 6

PHENCYCLIDINE USERS (N = 875 ) WHO USED EACH OF THE OTHER 
DRUG TYPES

Eve r Used 
Phe ncy cl id in e

C urr en tl y  Using 
Phe nc yc lidi ne

Drug Type N
% o f A ll
PCP Us ers N

J? of
PCP Users

Ma rihuan a 871 99-5 550 99 .1
Al coho l 855 97-7 526 94 .9

Ha sh ish 681 77 .8 341 61 .4

Amphetamines 663 75 .8 303 54 .6

Hal lu ci no ge ns 632 72 .2 289 52 .1

B arb it u ra te s 589 67. 297 53-5

Other  S edat iv es 489 55 .9 248 44 .7

Other  O pi at es 414 47 .3 140 25 .2

Cocaine 414 47 .0 141 25 .4

In h a la n ts 364 45 .8 91 16 .4

He roin 173 19 .7 51 9.2

O ve r- th e- C ou nt er  Drugs 143 16 .3 44 7. 9

I l le g a l  Methadone 64 7-3 14 2.5
Other 10 1.1 - -
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TABIZ 7

FREQUENCY* OF PHENCYCLIDINE USE BY SUBJECTS 

CURRENTLY USING PHENCYCLIDINE

L es s th a n  onc e a  mon th

N-

97

%

17-3

Once a  mo nth 69 1 2 .3

Two t o  t h r e e  t i n e s  a  mo nth 112 2 0 .0

Once a  week 83 1 4 .8

Two t o  th r e e  ti m e s  a  week 99 1 7 .6

F our t o  s i x  ti m e s  a  week 28 5 .0

D a il y 41 7 -3

Tw ice  a  da y 12 2 .1

T hre e o r  more ti m e s  a  da y 20 3 .6

T o ta l 561 100 .

•F re quency  o f  u se  was a s s e s s e d  f o r  th e  th r e e  mon th  
p e r io d  p re c e d in g  a d m is s io n .
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TABLE 8

AVERAGE PEAK FREQUENCY OF PHENCYCLIDINE USE

N

Less than once a month 87 10.7
Once a month 115 14.2
Two to three times a month 97 11.9
Once a week 105 12.9
Two to three times a week 178 21.9
Four to six times a week 79 9.7
Daily 81 10.0
Twice a day 24 3.0
Three times or more a day 46 5.7

812 100.0

Peak frequency was measured in terms of the frequency 
of use the one month period during which the subject 
used the drug most often.
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TABLE 9

RATINGS OF EASE IN OBTAINING PHENCYCLIDINE

Obtainability N %

Easy 483 55 .5

Available 215 24 .7

Difficult 115 13 .2

Very Difficult 50 5.7

Not Available 8 0.9

Total 871 100.0
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TABLE 10

PRIMARY SOURCES OP OBTAINING PHENCYCLIDINE

M al e F e m a le T o t a l

P r im a ry  S o u r c e N % N % N %

S t r e e t  Bu y -  P r i e n d 199 3 7 -6 1 3 2* 1*1 .1 33 3 39 .

S t r e e t  Bu y -  D e a l e r 21 8 1*1.2 63 1 9 .3 281 32 .

G i f t  f ro m  P r i e n d 80 1 5 .1 117 3 5 .9 19 7 23.

A l l  O th e r  S o u r c e s 32 6 . 1 12 3 -7 1*1* 5.

T o t a l 529 1 0 0 .0 326 1 0 0 .0 85 5 100 .



TA
B

LE
 

11

SE
LF

 D
ES

TR
U

C
TI

V
E 

B
EH

A
V

IO
R

 B
Y

 P
H

EN
C

Y
C

L
ID

IN
E

 U
SE

R
S 

A
ND

 N
O

N
U

SE
R

S 
O

F 
PH

EN
C

Y
C

L
ID

IN
E

P
h

en
cy

cl
id

in
e

U
se

rs

S
.D

.

N
o

n
u

se
rs

 
o

f 
P

h
en

cy
cl

id
in

e
t 

T
es

t

X
N

X
N

S
.D

.

M
ea

n 
N

um
be

r 
o

f 
O

D
s

1
.2

9
87

6.
4

.7
.3

1
18

74
1

.0
t 

= 
6

.0
6

 
p

 <
 .

0
0

0
1

M
ea

n 
N

um
be

r 
o

f 
S

u
ic

id
e

 
A

tt
em

p
ts

.6
5

87
6

2
.1

• 3
0

18
74

14
t 

= 
4

.3
3

p
 <

 .
0

0
0

1

PR
EV

IO
U

S 
TR

EA
TM

EN
T 

H
IS

T
O

R
Y

 B
Y

 P
H

EN
C

Y
C

LI
D

IN
E 

N
O

N
PH

EN
C

Y
C

LI
D

IN
E 

U
SE

 
A

ND
 N

O
N

-U
SE

 
O

F 
PH

EN
C

Y
C

LI
D

IN
E

M
ea

n 
N

um
be

r 
o

f 
D

ru
g 

o
r 

A
lc

o
h

o
l

.4
9

87
6

1
.2

.2
0

18
74

.8
8

t 
= 

5
.9

6
p 

< 
.0

0
0

1

N
um

be
r 

o
f 

D
ru

g 
o

r
A

lc
o

h
o

l 
H

o
sp

it
a

li
z

a
ti

o
n

s
.4

1
87

6
1

.0
.1

6
18

74
.6

6
t 

= 
6

.3
6

p
 <

 .
0

0
0

1

M
en

ta
l 

H
ea

lt
h

 T
re

at
m

en
t 

E
x

p
er

ie
n

ce
s

.6
8

87
6

1
.8

• 3
7

18
74

1
.7

t 
= 

4
.1

4
p

 <
 .

0
0

0
1

In
p

a
ti

e
n

t 
H

o
sp

it
a

li
z

a
ti

o
n

 
fo

r 
M

en
ta

l 
H

ea
lt

h
 R

el
at

e
d

 
P

ro
b

le
m

s
.2

2
87

6
.6

9
.1

2
18

74
.6

0
t 

= 
3

.4
p

 <
 .

0
0

1



234

TABLE 12

PRIMARY SOURCE OF REFERRAL

R e f e r r a l  S o u rc e

N ev er U se d 
P h e n c y c l id in e

E v e r  Use d 
P h e n c y c l id in e T o ta l

N % N % N 55

S e l f 22 3 1 4 .2 11 1 1 5 .2 334 1 4 .5

F am il y 23 1 1 4 .7 11 2 1 5 .4 34 3 1 4 .9

P e e rs 26 5 1 6 .9 77 1 0 .6 34 2 1 4 .9

S ch o o l 16 1 1 0 .3 66 9 .1 22 7 9 .9

Ju d g e 10 6 6.8 88 1 2 .1 19 4 8 .4

P o l ic e 83 5 .3 25 3-4 10 8 4 .7

P a r o le  O f f ic e 21 7 1 3 -8 122 1 6 .8 33 9 1 4 .8

S o c ia l  S e r v ic e  Ag ency 14 0 8 .9 53 7 .3 19 3 8 .4

O th e r 14 2 8 .8 74 1 0 .1 21 6 9 .2

15 68 1 0 0 .0 728 1 0 0 .0 22 96 1 0 0 .0
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TABLE A

DEMOGRAPHIC CHARACTERISTICS OF IR E NYPS SAMPLE

% o f  S u b je c ts

Age D i s t r i b u t i o n 1 2 .0 0  -  1 4 .9 9  
1 5 .0 0  -  15 -9 9  
1 6 .0 0  -  1 6 .9 9  
1 7 .0 0  -  17 -9 9  
1 8 .0 0  -  1 8 .9 9

16
20
29
23
12

Me an Age 1 6 .4  (S .D . = 1 .7 )

Se x M ales
F em ale s

61
39

Rac e W hi te
B la ck
O th e r

70
14
16

Ed uc a t io n  °
( L a s t Y ea r o f  8 — 9-9 9
S ch o o l C om ple te d ) 10  -  H - 9 9

12  -  13 -9 9

13
47
36

4

Mean Y ea rs  o f  S ch o o l
C om ple te d  9 .1  (S .D . = 1 .4 )

M a r i t a l  S ta tu s S in g le  98  
M arr ie d  1 
S e p a ra te d  o r  D iv o rc e d  1

R e l ig io n P r o t e s t a n t
C a th o l ic  34 
J e w is h  2 
O th e r  2
No ne /N o re s p o n s e

L iv in g  A rr angem en ts A t Home
W ith o t h e r  r e l a t i v e s  
Group  & f o s t e r  home s 
F r ie n d s
A lo ne
O th e r

77
5
5
3
2
8

N = 27 50

33 -300  0 -  78 -  16
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Appen dix A

THE SUBJECTS

The criter ia for inclusion as an interviewee in the NYPS study were tha t the 
person had to be between the ages of 12 and 18, have a history of drug abuse, and 
have been admitted to the treatm ent  program within the 3-month period preceding 
the interview. All subjects were interviewed during the 6-month period from Sep
tember 1976 to March 1977, except for a special group of 140 native-American youth 
clients who were included in the sample in order to achieve an  adequate  representa
tion of minority youth. Since participation was voluntary, an additional criterion 
was the  client’s consent to the interview; however, the partic ipating programs did 
not repo rt any difficulty in obtaining the client ’s consent. Interviews generally took 
from 40 to 90 minutes. Table A of the appendix describes client demographic 
characterist ics.

[From the  California  Society for the  Treatmen t of Alcoholism and  Other  Drug Dependencies,  April 1976]

The P hencyc lidine Dilem ma 

(By R. Stanley Burns, M.D. and Steven E. Lerner, M.S.)

Phencyclidine, a white crysta lline powder discovered in the mid 1950’s, with a 
molecular weight of 243.8, is primarily a centra l nervous system depressant in 
monkeys and humans. Increasing doses produce sedation, catalepsy, general anes
thesia and convulsion. Also, it is psychomimetic and possesses c ertai n sympathomi
metic actions.

Animal studies of phencyclidine hydrochloride show its high potency for inducing 
surgical anesthesia in monkeys. Clinical investigations of its anesth etic properties in 
humans  were discontinued because the drug caused recu rren t emergen t delirium of 
prolonged duration in some cases.

Although phencyclidine has appeare d on the illicit mark et in powder, tablet, leaf 
mixture, and one gram rock crys tal forms, the powder is seen most frequently. Most 
stre et preparat ions contain the hydrochloride salt, however phencyclidine as the 
free base has appeared.

Phencyclidine is sold on the  west coast under the stre et names crystal, angel dust, 
and PCP. It is also frequently misreprese nted as THC and cannabinol.

The percentage of phencyclidine in the powder forms varies from 10-100 percent. 
Tablet forms consistently contain from 1 to 6 mg, most containin g approximately 5 
mg. Reports indicate tha t about 50 mg of the powder form is used to prepare stree t 
joints.

Phencyclidine can be taken  orally, by smoking (in halatio n), by snorting (insuffla
tion), and by the intravenous route which is rarely  the case. Powder forms are 
generally  sprinkled on joints of mar ijuan a or parsley or sometimes snorted.

CLINICAL PRESENTATION AND RECOVERY

Several pattern s of clinical presen tation and recovery from acute phencyclidine 
intoxication exist, dependent on dosage. The acute confusional sta te—delirium, fol
lowing typical street doses, is characterized by disorientat ion, agitation or excite
ment, and a blank stare  appearance  in a patien t who is noncommunicative. These 
patients are grossly ataxic and exhibit  horizontal and vertical nystagmust on test
ing. Muscle rigidity may be present.

In phencyclidine stupor or coma associated with higher doses, the eyes may 
remain open, although the patient is unresponsive to deep pain. Hypertension and 
tachycardia are present. Except in the more massive oral overdose, respirations are 
normal. The pupils are initiall y miotic but reactive to light. Spontaneous nystag
mus, purposeless movements, facial grimacing and muscle rigidity on stimulation 
are characteristic findings. Repeated episodes of vomiting, increased bronchial and 
oral secretions, and profuse diaphoreses are frequently observed.

In the massive oral overdose, delayed and prolonged hyperven tilation and apnea 
may occur. Respiratory depression may require ventilatory assistance for an ex
tended period. These cases a re also marked by sustaine d hypertension and tachycar
dia, and by generalized motor seizures proceeded by muscle tremors, muscle twitch
ing, opithotonic posturing and decerebrate rigidity.

A confusional state lasting less than  8 hours usually follows a typical street  dose, 
the smoking of one joint.
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Persons who eithe r smoke greater amounts or take a higher dose orally or by 

snorting may present in stupor or coma. This initial sta te lasts less than three  

hours in most cases, and a confusional dose related state  follows for 24 to 72 hours.

Massive oral overdoses, involving up to 1 gram of stre et purchased material,  have 

resulted  in periods of stupor or coma of several hours to 5 days in duration, marked 

by potentially lethal respir atory depression, reiterative  seizure activity, and hyper

tension. This initial state  is followed by prolonged recovery lasting up to 15 days 

and marked initially by confusion, disorientation, agitation , ana rthr ia, and intermit 

ten t somnolence; and followed by depression, irrita bility  and emotional lability.

In some cases, the phencyclidine confusional state  is followed by a psychosis 

which may persist for several weeks.
Laboratory tests frequen tly reveal an increased WBC (up to 20,000), an elevated 

CPK (up to 20,000 -|-), and the  presence of ketones in the urine. The EEG may show 

diffuse slowing with t het a and delta wave activity.
The clinical diagnosis of acute phencyclidine intoxication can be established by 

toxicological analysis of a  urine specimen obtained shortly  after admission, ideally 

within  th e first 12 hours.

CLIN ICAL PROBLEMS AN D DEATHS

Reported clinical problems associated with acute phencyclidine intoxications in

clude respirator y depression, status epilepticus, intracereb ral hemorrhage, myoglo- 

binur ea with renal failure, hypertensive encephalopathy,  and one case of seizures, 

hyperpyrexia and cardiac arrest.
We have reported 19 phencyclidine related deaths, one involving a child. In eight 

cases, the levels of phencyclidine in the blood and urine  and the related  circum

stances suggest th at death  resulted from behavioral toxicity. Six persons were found 

dead with no ap pare nt cause and on toxicological analysis of body fluids and tissues 

the isolated presence of phencyclidine in high concentrations was confirmed. These 

deaths  appear to represen t true  pharmacological overdoses. Clinical findings in 

cases of acute phencyclidine intoxication point to respiratory depression as the most 

probable p rimary cause of death.

COMM UNITY PROBLEMS

Increasing numbers of young people afte r experime nting with phencyclidine 

began using it on a regular basis. The continuous availabil ity of phencyclidine has 

elevated it to a preferred drug  status with several cluster groups who have smoked 

it on a regular daily basis for periods as long as 6 years.
Several new problems have surfaced in the  community in direct proportion to the 

increasing frequency and regularity of phencyclidine abuse:

Violent and bizarre behavior  manifest in the  home, in public places, and in the 

school, often disrupt ing education.
Young people exhibitin g unexplained speech problems, memory loss, thinking 

disorders, personality changes, anxiety, severe depression and suicidal tendencies.

An increasing number  of young people appear ing violent, bizarre, unresponsive, 

extremely confused, or acute ly psychotic seen in local emergency rooms.

Police observations of e rrat ic driving and inappropriate  behavior following auto

mobile accidents in individuals who had no evidence of alcohol or sedative-hypnotic 

ingestion.
Young people observed to be highly intoxicated in public being arrested for sale, 

possession and being und er the influence of phencyclidine.
An increasing number  of referra ls by family, friends, and the criminal justice 

system to community drug abuse programs.
A number of une xplained deaths of young people found to have high concentra

tions of phencyclidine in the ir body fluids and tissues and evidence of an oral route 

of ingestion; and several death s by drowning, fires, falls from heights, and auto

mobile accidents following the  smoking of street doses of phencyclidine.

VIT AL QUESTIONS

Illict use of phencyclidine has been followed by a prolonged period of acute 

confusion or delirium (up to 15 days) which in most cases was preceded by stupor or 

coma. Violent behavior frequen tly seen with the acute confusional state is a major 

managem ent problem.
The cause of the prolonged recovery period associated with phencyclidine intoxica

tion is curr ently unknown.
A number of people have presented as acutely psychotic with a history of recent 

illicit phencyclidine use. Additionally, several have remained psychotic for several



weeks afte r recovery from coma or a confusional state  following the  use of phencyclidine.
The psychosis which appears in some persons following illicit  phencyclidine use is 

characterized by the cardinal signs of schizophrenia, unpredictable aggressive be
havior and paranoia. Such episodes appe ar to be more resistent to antipsychotic 
medications, require a prolonged recovery period and involve significantly more 
violent and unpredictable behavior in contrast to other acute psychoses.

Chronic use patte rns have also been associated with the development of a psycho
sis. Chronic phencyclidine users report psychological dependence and tolerance to 
the behavioral effects of increasing doses of phencyclidine. In addition, they report 
long-term and persistent problems with vision, speech, memory, and difficulty with 
thinking processes. Chronic users have complained of stuttering,  inability  to speak, and difficulty with articulation.

The chronic  users often experience severe depression with suicidal ideation, para
noia, delusions and auditory hallucinations. Several users have sustained  minor and 
major trauma secondary to the atax ia and perceptual deficits associated with the 
intoxicated s tate. And in some cases d eath  has resulted from the behavioral toxicity 
of phencyclidine or oral ingestion of “massive” amounts in their possession during 
the depression following a period of heavy use.

Other arylcyclohexylamines have appeared in street samples. The thienyl  analog 
of phencyclidine, TCP, first seen in 1972, appears to produce clinical effects similar 
to phencyclidine but of a shorter duration. The anaesthetic Ketamine has recently 
been found in capsules sold on the  st reet.

Phencyclidine and related cyclohexylamines constitute a distinct class of pshy- 
choactive drugs and appear to have abuse liability. The ease of synthesis and the 
potency as a mind-altering drug have lead to widespread availabi lity and use.

The increasing abuse of phencyclidine highlights the current lack of knowledge 
about this drug. Questions of cellular and behavioral tolerance, psychological depen
dence, neurotoxicity, psychological dysfunction, long-term or persis tent psychomime- 
tic effects, chronic organ toxicity and teratogenicity  related to chronic phencyclidine 
use present an expanding drug dilemma that  is wide open to investigation.

Editor’s N ote.—The authors  have studied PCP intoxication for the past 18 
months, collecting information and conducting clinical studies about cases which 
came to the ir attent ion from reports from emergency depar tments throughout the 
United States. They have applied to NIDA for funds to continue this work. For 
further information: R. Stanley Burns, Md., 350 Parnassus Avenue, Suite  304A, San 
Francisco 94117 (415-752-9269).

Survey  of State Crim ina l Pena lties Regarding  the  Possession of 
P hency clidine (PCP)

(By Pete r V. Gormley, Legislative Attorney, American Law Division, The 
Library  of Congress, Congressional Research Service, Washington, D.C.)

This repor t reviews and summarizes state statu tes providing criminal penalties 
for trafficking in, or possessing, the drug  phencyclidine, popularly referred to as 
“angel dus t” or simply “PCP.” A shor t summary of c urrent  federal provisions is 
presented in order to compare s tate  and federal penalties in this area.

Current Federal law is contained in 21 U.S.C. section 801, et seq. which codifies 
title  II of the  Comprehensive Drug Abuse Prevention and Control Act of 1970 
(Public Law 91-513, 84 Stat. 1236, Oct. 27, 1970). Title II may also be referred to as 
the Controlled Substances Act and has been enacted in very similar terms by 43 States.

The Controlled Substances Act establishes a system for controlling the manufac
ture, distribution, and dispensing of a wide variety of drugs and chemical sub
stances. The major feature of this system is a set of five “schedules” into which are 
placed all substances controlled or regulated. The location of a substance in a  given 
schedule will determine  among o ther things, the severity of a crimina l penalty for 
violation of a prohibited act with regard to a particular  controlled substance.

With the passage of the Controlled Substances Act, scores of drugs were placed in 
the five schedules in accordance with genera l findings required to be determined for 
each substance. For example, the most dangerous drugs are contained in schedule I 
and require, in accordance with section 812(bXl), a finding that:

(A) The drug or other substance has a high potential for abuse.
(B) The drug or other substance has no currently accepted medical use in trea t

ment in the United States.



(C) There is a lack of accepted safety for use of the drug or o ther substance under 
medical supervision.

At the other end of the  danger /abuse  spectrum are Schedule V drugs which 
require for placement therein, a finding that  they have low potential for abuse, a 
currently accepted medical use and only a limited danger  of physical dependence.

Current Federal law prohibits a wide range of criminal  activity with regard  to 
controlled substances. In addition to the variety of prohibitions pertain ing only to 
persons required to regis ter as manufacturer s and distributer s of controlled sub
stances, two basic prohibitions are set forth in sections 841 and 844. The former 
makes it unlawful for anyone knowingly or intentionally: (1) To manufacture , 
distribute, or dispense, or possess with inte nt to manufac ture, distribute, or dis
pense, a controlled substance; or (2) to create, distribute, or dispense, or possess with 
intent to distr ibute or dispense, a counterfeit substance.

Section 844 is the simple possession provision:
(a) It shall be unlawful for any person knowingly or intentionally to possess a 

controlled substance unless such substance was obtained directly, or pursuan t to a 
valid prescription or order, from a practitioner, while acting in the  course of his 
professional practice, or except as otherwise authorized by this subchapter or sub
chapte r II of this chapter.

The penal ty for conviction under section 844 does not hinge on the schedule of the 
controlled substance. Rathe r, the offense is punishable by a  1-year prison term and 
a $5,000 fine. However, possible prison terms and fines correspond directly to the 
types of drugs involved for violation of section 841 in the  following manner:

M ax im um

Drug: penal ties

1. Schedules I and II (which are also “narcotic” drugs) (15 years)....  $25,000
2. Schedules I and II (which are not narcotic drugs) and Schedule

III (5 years)......................................................................................  15,000
3. Schedule IV (3 ye ars)....................................................................... 10,000
4. Schedule V (1 year) .........................................................................  5,000

“Narcotic” drugs are specifically defined to include opium, coca leaves, and opi
ates and any substances which are derivatives or chemically identical to these three 
classes. In turn, opiates are  defined to mean “any drug or other  substance having 
an addiction-forming or addiction-sustaining liability similar to morphine or being 
capable of conversion into a drug having such addiction-forming or addiction-sus
taining liability.” 21 U.S.C. § 802(17).

The drug phencyclidine has been classified under the Controlled Substances Act 
in schedule III. This classification is a result  of a determination , therefore, that  PCP 
satisfied the te st findings required for designation there in, namely:

(A) The drug or other substance has a potentia l for abuse  less than the drugs or 
othe r substances in schedules I and II.

(B) The drug or other substance has a currently  accepted medical use in tre at
ment  in the United States.

(C) Abuse of the drug or other substance may lead to moderate or low physical 
dependence or high psychological dependence.

As a schedule III drug, violation of section 841 with regard to PCP could result in 
criminal penalties of 5 years and $15,000 and, of course, for conviction of simple 
possession, 1 year and a fine of $5,000 under section 844.

PCP REGULATION IN THE STATES

As has been noted, 43 States have adopted the ir own versions of the  Controlled 
Substances Act. In these States,  schedules are set forth (normally five, although a 
few States employ four or six) with inclusion usually guided by a system of findings 
or tests very similar or identical  to those in the Controlled Substances Act. Criminal 
penalties for the more serious trafficking offenses (manufacture, possession with 
inte nt to dis tribute or sell, etc.) and for simple possession are keyed to the schedule 
of the drug. Most, but not all, of these state s also contain provisions requiring tha t 
any drug be rescheduled in a similar manner in the state scheme when it is 
rescheduled on the Federal level, unless the appropriate  state  authority objects to 
such action and holds a public hea ring for discussion of its objections.

States not adhering to the  model of the Controlled Substances Act general ly 
employ broad definitions for drugs. Alaska, for example, prohibits a variety of 
criminal acts with regard to a depressant, hallucinogenic or stimulant drug each of 
which are, in turn, broadly defined (Alaska Stat. § 17.12.010.).

The following chart graphically depicts on a State-by-State basis the criminal  
sanctions for trafficking and possession offenses with regard to phencyclidine. 
Column I will indicate whether or not the part icula r State  employs a mini-Con- 
trolled Substances Act (CSA) and, if so, in which schedule (SCH) PCP is placed.
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Where a State  does not utilize findings  or tes ts (F/T) to classify  its drugs, this  will 
be noted. Addit ionally , it will be noted where a Sta te does not re ta in  a Federal re
schedule (Re-Sch) section.

Column II will set forth  the  max imu m crim inal  penalti es for two types of crimes, 
traf fick ing and  possession. A trafficking offense is typic ally  composed of elements 
involving the  manufacture  and sale  of the  drug and, therefore, is labeled MANF/ 
SELL. The  overall sentencing scheme for all types  of drug s will not be set forth.

The PCP Psychosis: A H idden Epidemic

(By Paul V. Luisada , M.D., Deputy Medical Director, St. Elizabeths Hospita l,
Washing ton,  D.C.) *

INTRODUCTION

During the fall of 1973, the  admission ra te  for wh at app eared to be unusual ly 
long, severe, and  treatm ent-res ist an t ini tia l schizophrenic psychoses sudde nly tr i
pled a t the  are a D CMHC in Washing ton,  D.C. These pa tients  h ad all smoked a d rug 
called ange l dust before becoming psychot ic. However, unl ike  the vas t majo rity of 
toxic psychoses, these episodes often  required 2 weeks of aggress ive inp ati en t trea t
ment before resolution  began. In addition, viole ntly aggressive behavior was charac
ter ist ic of th e onset, and the  p resenting pic ture  was at  fir st indistingu isha ble from a 
florid schizophrenic episode.

The fir st case to catch our  a tte nt ion was unu sua l in several  ways and presented a 
diagnostic  dilemma: An 18-year-old, high school senior was adm itted aft er  becoming 
violently psychotic at  home witho ut any  prodroma l signs. He presen ted  with  the 
primary and  secondary signs of a florid schizophrenic psychosis. Escala ting  doses of 
major tran squ illiz ers  and intensive sta ff involvement failed to influence his illness 
dur ing  the  firs t two weeks in the  hospita l. In fact, con tact with  sta ff appeare d to 
agg ravate  his symptoms. His ambival ence and par ano ia made him unpredictab le 
and posed a con stan t th reat  of violence . He assumed biza rrly  autis tic  postures , 
dem ons trated a formal  though t diso rder , and  voiced the delus ions th at  his mother 
was dead and  th at  he had a  kno t in his head.

The diagnosis was complicated by several  factors: his mother denied a family 
history or the  prodromal  signs and  symptoms  of schizophrenia.  A toxic psychosis 
seemed improbable on the  basis of lack  of h isto ry or physical stigmata , the  absence 
of a clouded sensor ium,  t he pers istence  of th e psychosis, and  the  presence of all four 
prima ry signs  of schizophrenia.

However, when  the  pa tie nt’s per son ali ty was drama tically rec ons titu ted  to its 
premorbid  level in the  thi rd  and  four th weeks of ho spitaliza tion , he reporte d smok
ing a dru g called  angel dus t just prior to admission.

Sim ilar  admiss ions rose from a tri ck le to a flood, peaking in Febru ary  1974 at the 
ra te  of one th ird  of the  fir st inpa tie nt  admissions. The  epidemic ended even more 
suddenly, with no more than  three cases each  dur ing  April , May, and  Jun e. This 
decline followed by several weeks a police  r aid  on a local PCP laboratory.

Another epidemic began toward th e end  of 1974, and for some periods of 1975 and  
1976, PCP psychosis became our leading cause  of inpa tie nt psyc hiat ric admissions, 
surpassing both schizophrenia and  alcoholism. By the  beginning of 1976, the  Drug 
Enforceme nt Adm inis tration was cal ling  the  Washington metropol itan  are a the 
PCP cap ita l of the  country. However, desp ite a prol iferation of local laborator ies 
and  an  increas e in raids on these labo rato ries , admissions to our cente r for PCP 
psychosis began a slow bu t steady decline. At the  same time , experienced drug users  
pre sen ting  for tre atm en t of o the r dru g abuse problems began ref err ing  to PCP as a 
drug to avoid because it makes people  crazy. Meanw hile, the suburbs began experi
encin g sudden increases in the  incidence  of  PCP psychoses. »

PCP presen tly remains  the  major drug  of abuse  in the Washington  met ropo litan  
area. This situat ion  prevails desp ite a recent  local wave of media publicity abou t its 
adverse effects. Our princ ipal experie nce  with  the  drug has involved the  PCP 
psychosis, and  I shall concen trat e on th a t subject today.

DEFINITION *

The PCP psychosis may be defined as a schizophrenifo rm psychosis which occurs 
in some individu als after phencycl idine use and  which pers ists for more than  a day.
The psychosis may last  for days or week s despi te abs tinence,  and it cha rac ter isti cal 
ly becomes more severe dur ing th e fir st  few days of its course.

The psychosis is cha racterize d by th e app earance of the  car dinal signs  of schizo
phren ia and unpredictab le aggressive or with drawn behav ior. Charact eris tica lly,
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there is autis tic and delusional thinking, commonly including global paranoia, delu

sions of superhuman strength and invulnerability, as well as delusions of persecu

tion and grandiosity. A formal thought  disorder, with loosening of associations, 

blocking and auditory halluci nations  can be demonstrated. Affect is generally blun t

ed, with periods of suspiciousness often alternating  with extreme anger or terror.  

Patie nts are ambivalent  and unpredictable even toward the ir close friends and 

relatives.
» Behavior is extremely unpredictable. These patients may be relucta ntly coopera

tive one minute and violently assaultive the next. Some carry  lethal weapons to 

protect themselves from the ir imagined persecuters.  Bystanders have often been 

furiously, unpredictably and unremittingly attack ed withou t provocation because 

the  psychosis may include both extreme global parano ia and delusions of superhu-

*  man strength.

CLINICAL COURS E

An earlier paper described the course of the trea ted psychosis as consisting of 

thre e distinguishable phases of approximately equal length  over the course of an 

average 2-week hospitalization: The initial phase is characterized by the violent, 

psychotic behavior described earlier, and this persists for an average of 5 days. 

During the second phase, behavior is more controlled, but patien ts remain restless 

and unpredictable for approximately 5 more days. The final phase lasts about 4 days 

and is characterized by rapid personality reinteg ration and rapid disappearance  of 

thoug ht disorders and paranoia .
The majority of patients presenting with this entity  were in thei r late teens to 

mid-twenties, and the majority  have been males. Most did not reach trea tme nt until  

hours or days afte r the onset of the psychoses, and did so during the psychosis’ 

initia l phase. Chief complaints ranged from mute postur ing to “attacking everyone 

in sight.” The majority of these patients were brought to trea tme nt after the ir 

aggressive behavior exceeded the limits tolerat ed by family, friends and police. 

Those few patients  who presente d themselves voluntarily were generally trea table  

on an outpatient basis, and were neither as violent, as agitat ed nor as psychotic as 

those described here.
Where admission histories were obtained from these patients, they generally 

included several days of confusion, paranoid ideation, insomnia and intermitten t 

restlessness. However, a history of phencyclidine use was not reliably obtainable  on 

admission and some of the  patients were initial ly mis-diagnosed as schizophrenic. 

Family members generall y described the pre-admission period as characterized by 

continuous insomnia, tension, hyperactivity, and inte rmi tten t unexpected aggressive 

behavior, bizarre paranoid delusions, ideas of reference, delusions of being con

trolled by others, grandiosity, but no fixed or systematized delusional system.
Apart  from t he chara cterist ic history of acu te onset, and an irregularly obtained 

history of using PCP in its curre nt street guises, the majority of these patients 

lacked prior psychiatric histories and tended to be more independent of thei r 

families than  schizophrenics. Most were doing reasonably well in high school, col

lege, or work, although  some did have poorer social adjustm ents prior to the onset 

of the ir psychoses.
Other  patients  we have seen had prior admissions for schizophrenia but experi

enced sudden psychotic reactivations after experimenting with PCP. As a rule, these 

psychoses involved significantly more violent and unpredic table behavior than the 

initial schizophrenic psychoses.

CLINICAL MANAG EMENT

The diagnosis of phencyclidine psychosis in the ini tial  pha se constitutes a psychi

atric  emergency. These patients  are an immediate danger to others merely on the 

* basis of the ir misperceptions, paranoia and hostility, and this threat  is compounded

by thei r confusion, tendency  towards violence, and the extreme unpredictability of 

the ir behavior. They also constitute a danger to themselves not only on the  basis of 

impaired judgement and being unable to care for themselves, but also because the ir 

violent, threa tenin g behavior  might provoke lethal countermeasures  by those 

» around them. Burns has reported a case of PCP intoxication in which the patient

was shot and killed by police af ter not heeding thei r warnings. One of our patients 

was hospitalized involuntarily  on the basis of “att ackin g everyone in sight,’ includ

ing th e investigating police officer, after a c ar accident.
Patients in the initia l stages of the PCP psychosis almost invariably require  

inpat ient psychiatric trea tme nt. Furtherm ore, these patients are poor candidates for 

voluntary treatm ent, first because t heir paranoia makes them unlikely to sign in on 

admission, and second because thei r restlessness, ambivalence, confusion and unpre-



dictability at this stage of the psychosis leads to a high percentage of premature  
A.M.A. discharges. A factor which fur the r mitigates against successfully continuing 
trea tment on a  voluntary basis is admission under pressure  from family or friends. 
These patients often demand to leave as soon as thei r relatives and friends return 
home. In our experience, they cannot be dissuaded on the basis of rational  discus
sion during  this phase of thei r illness. In one instance, a newly admitted patient 
insisted on “fighting my way ou t” despite the presence of sixteen male nursing staff, 
some of whom were injured in the process of restraining him.

As discussed above, patients in the  initial  stage of the PCP psychosis are danger
ous, ambivalent, unpredictable, psychotic and agitated.

The immediate goals of trea tment  are therefore:
1. Prevention of injury to the pat ient or others.
2. Assurance of continuing t reatmen t.
3. Reduction of stimuli.
4. Amelioration of the psychosis.
5. Reduction of agitation.
Trea tmen t which meets the first thre e of these  goals includes prompt inpatient 

hospitalization, preferably on an involuntary basis. Isolation in a bare locked seclu
sion room with frequent, but onobtrusive observation is the trea tment of choice: 
Seclusion not only safeguards other patients and staff, but also calms the patient 
through the  reduction of stimuli which he can misperceive as threatening, particu
larly the  sight of other people.

Chlorpromazine is the only antipsychotic agent which meets the  last two goals: 
ameliorat ion of the psychosis and sedation. Our experience indicates tha t the use of 
nonsedating  antipsychotic agents prolongs the time these patients require seclusion, 
delays improvement of the insomnia, and makes them more difficult for staff to 
manage at  mealtime. Although the  use of sedatives such as diazepam and chlordia- 
zepoxide has been suggested for the  managem ent of acute phencyclidine intoxica
tion, the dual treatment goals of amelio rating  the psychosis and reducing agitation 
makes the use of a single drug which meets both goals (chlorpromazine) more 
attractiv e than the combination of a nonsedating antipsychotic agent and a seda
tive.

Some auth ors have noted tha t chlorpromazine has not been shown to antagonize 
the behavioral effects of PCP, and even enhances some of them. However, these 
conclusions are based upon observations of animals intoxicated with PCP who were 
given chlorpromazine. There is some doubt as to whether these conclusions apply to 
the PCP psychosis as seen in humans . First, behavioral changes persisting for days 
or weeks aft er PCP intoxication have been reported only in humans. Thus, there is 
no animal model for the PCP psychosis. Second, the experiments were performed 
chiefly on monkeys, and PCP’s effects on monkeys is tranquilliza tion not the psy
chotic agitation seen in humans. Finally, chlorpromazine enhances the depressant 
effect of PCP on these animals. Our experience has been that  chlorpromazine also 
acts as a depressant in our patients, and does antagonize the persistant excited 
behavior seen in humans with the PCP psychosis.

Once the possibility of anticholinergic drug intoxication has been ruled out, the 
daily dose of chlorpromazine is increased by 200 to 400 milligrams per day from a 
start ing dose of 400 milligrams per day in divided doses. On the  average, a daily 
dose of 1,600 milligrams per day has been reached by the end of the initial phase of 
the psychosis.

Behavior in seclusion during the  initial phase is character ized by continuing 
global paranoia, insomnia, anorexia, intermi tten t agitation, and strong reactions to 
such stimuli  as the presence of sta ff during mealtimes. Patients  may throw food 
about the rooms, or smear it on the walls. They are extremely suspicious of food and 
oral medication, and may vacillate at length before reluctantly  accepting it. It is 
helpful if the same staff members bring the patients food and medication from day to day.

This slow response to the most aggressive trea tme nt is charac teristic  of the 
phencyclidine psychosis, and sets it apart from paranoid schizophrenia, in which 
equally agitated patients respond much more rapidly. Indeed, the  sense of lack of 
progress engendered by this slow trea tment  response was a factor leading to our 
first investigation of these psychoses.

The transition from the initia l to the mixed phase is characterized by several 
gradual  changes which become prominent around the fifth day of treatment: Al
though restless, the patien t is no longer hyperactive; he is less threatened or overtly 
hostile to the presence of others in the seclusion room. He is cooperative to the 
exten t of following simple concrete suggestions, and accepts medication without 
suspicious vacillation. He can agree to seclude himself if he becomes upset.
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Thus, although he is confused, still demonstrates a thoug ht disorder, hallucina

tions, blocking and paranoid ideation, he is relatively  calm and reasonable a good 

portion of the  time and can accept some degree of responsibility for and control of 

his behavior.
Despite these signs of progress, there  are still inte rmi tten t periods of gross par a

noia, agitation, ter ror  and hyperactivity alte rnating  with quiet paranoid watchfu l

ness. Affect remains quite constricted, and inappropria te demands which are not 

met immediately may explode in an unexpected flurry  of violence. Thus, patie nts in 

the second (mixed) phase are  psychotic, paranoid, unpredic table and inte rmit tent ly 

dangerous, al though they are  no longer as sensitive to stimuli.
The goals of tre atm ent  in this stage are:
1. Prevention of injury.
2. Amelioration of the psychosis.
3. Reduction of paranoia.
The first goal may be m et by close monitoring of behavior and a flexible seclusion 

policy aimed at helping the  patient voluntarily seek seclusion at the first signs that  

he is losing control. Behavior must be closely and continuously monitored. Oper

ationally, sitting  near  othe r patients is a sign of stability , whereas a patient who 

isolates himself in a corner  with his back to the  wall, watching others suspiciously 

requires further isolation.
Clinical judgeme nt will indicate whether fur ther increases in chlorpromazine 

dosage, or switching to an equipotent dose of a nonsedating antipsychotic agent is 

indicated. Reestablishment of sleep pattern may be aided by switching the enti re 

dose to bedtime. Partic ipation in group and milieu ther apy  is helpful in restoring 

the patient’s confidence in his perceptions and in establishing rapport.
The third  phase begins on an  average during  th e ten th day of hospitalization, and 

is characterized by rapid reintegration of th e premorbid personality and the devel

opment of insight into the  events leading to the hospitalization. There is often some 

amnesia for the early  events of the psychosis, b ut a history  of the  use of phencycli

dine prior to its onset is usually obtained during this period. Patients may be 

converted to voluntary sta tus  during this stage, and the groundwork for outp atient 

follow-up laid.
Outpa tient  follow-up is helpful as patients are tapered off medication. In this 

connection, it is inter estin g to note tha t despite repeated warnings against fur the r 

phencyclidine use, a large proportion of our  patients use it at  least one more time, 

and retur n for treatm ent  of a second psychotic episode. Most of these patients 

explained using the  drug again on th e basis of “feeling good” and wanting to see if 

they could “handle it.”
Less encouraging is our finding that  about one fourth of the  patients originally 

trea ted for phencyclidine psychoses re turn  within a yea r with schizophrenic ones in 

the absence of drug  use. By contrast, these late r episodes have lacked th e cha rac ter

istic violence of the phencyclidine-induced ones, and they have been much more 

quickly responsive to antipsychotic drugs, yet they have also left behind typical 

schizophrenic personal ity changes. Those patients who had experienced the longer 

phencyclidine psychoses were generally the same ones who return ed late r with 

schizophrenic ones.

DISCUSSION

Epidemics of drug abuse are nothing new in the United States. The past two 

decades have seen epidemics of heroin, LSD and several other  drugs.

Alcoholism has been endemic for centuries. However, our experience with several 

epidemics of PCP psychosis shows t ha t the widespread use of PCP in a community 

produces manifesta tions which are not only different, but also more dangerous in 

some ways.
As we have said earli er, our epidemic of PCP psychoses did not initia lly seem 

related to drug abuse at  all. Our community was experiencing what appeared to be 

an epidemic of schizophrenia. This was unusu al only because the rate  of new cases 

of schizophrenia in a given population does not fluctuate  widely and because our 

community mental hea lth center admits only patients who live in a specific par t of 

the  city. Even with our present hindsight, we cannot be ce rtain about t he exact time 

when patients  with PCP psychoses began appeari ng at  the doors of our center. Until  

we learned tha t these psychoses were drug-induced, these patients  were diagnosed 

and treated as schizophrenic.
Our experience indicates tha t although PCP abuse is spreading to other part s of 

the country, its incidence, and particularly  tha t of the PCP psychosis, tends to be 

under-reported for a number of reasons:
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1. The incidence of overdose which is a common indicator of drug  abuse patterns 
in a community, tends to be lower for PCP than the incidence of psychoses in areas 
where th e drug is smoked r ath er tha n taken internally.

2. As we have noted, the presenting symptoms of the PCP psychosis are often 
indistinguishable from schizophrenia. This is compounded by the  amnesia induced 
by PCP. Where it is possible to perform admission interviews on these patients, they 
usually do not recall taking the drug. Unless family or friends are aware of the 
patient’s drug use, no history is obtained and routine laboratory screens for drugs 
do not de tect PCP.

Consequently, these patients  are reported  as cases of schizophrenia, a label which 
may follow them for the rest of the ir lives.

3. As Burns and others have reported,  some PCP intoxications and psychoses 
result  in violent or accidental deaths. In the absence of a routine  toxicologic test for 
PCP, medical examiners may repo rt such deaths as accidents rat he r than  as the 
consequences of drug use.

Thus, the only signs tha t PCP abuse may be p revalen t in a community are police 
seizures of th e drug, an increase in violent and accidental deaths, and an increase in 
the numbe r of new cases of “schizophre nia” admitted to mental  hospitals. Unless 
public awareness of the  dangers of PCP is raised, these statisti cs may never come 
together.

If there is a solution to the problem of PCP abuse, that  solution is prevention. 
Practi tioners must be aler ted to the  fact that  PCP is not ju st another  hallucinogen, 
to be warned about in the same bre ath  as LSD. The public must be alerted  to the 
fact th at  PCP is far more dangerous to some individuals than the  other abused 
drugs. Medical examiners should consider toxicologic analysis for PCP in all deaths 
resulting from drownings, falls from high places, appar ently avoidable accidents, 
and from attem pts to contain violently assaultive  subjects. Psychiat ric facilities 
should investigate any sudden local increases in the incidence of schizophrenia, and 
should routine ly include PCP psychosis in the differential  diagnosis of all apparent 
schizophrenics in whom the illness is of acute onset and character ized by violent 
behavior, whether  or not a history  of drug abuse is obtained. Policemen should be 
alerted  to the unique dangers of dealing  with those individuals who have violent 
paranoid reactions to the drug. And finally, schizophrenic patients who have any 
leanings towards drug experim entatio n should be warned tha t they  are unusually 
sensitive to its adverse effects.

Fur the r research is also needed to determin e wheth er there are  more effective 
trea tme nt methods for the PCP psychosis than  what I have presented here. Re
search is also needed to document fur ther PCP’s adverse effects, and the Drug 
Enforcement Administration might consider whether this drug war rant s reclassifi
cation under  Schedule I.

PCP use is spreading rapidly because of ignorance of its unpredictable adverse 
effects among potential users, and because of the ease with which the drug is 
illicitly manufactured. It is important to increase awareness of PCP and its effects, 
as we might well antic ipate a nationwide epidemic, an epidemic which, as far as we 
know, may be going on now.

Phencyclidine (PCP) Drug of the 70’s? A Local and National Perspective

(By David B. Graeven, Department of Sociology, California Stat e University, 
Hayward, Hayward, Calif.)

SUMMARY

Phencyclidine (PCP) is an illicit drug  with a high potential  for n egative effects. I t 
is easy to synthesize and difficult to control because the precursors are easy to 
obtain. DAWN data shows that  PCP episodes in emergency rooms and hospitals 
have increased from the twenty- third most frequently observed drug in 1973 to 
sixteenth in 1975. One explanation for the increase in PCP use is th e change in the 
mode of administ ration from pill to smoking. An exploratory study of a local 
outbreak of PCP describes the  effects of PCP and the dilemma facing the user. 
Regular PCP use is difficult to hide, but since stigma is attache d to PCP use, the 
PCP user is rel uctant to admit to regu lar use.

In the last several years use of Phencyclidine (PCP), also known as Angel Dust, 
Crystal, or Peace Pill, has increased. Originally used as an adu lter ant  PCP has 
become a drug of choice for many young persons. This paper discusses the curre nt 
statu s of PCP use in the United States and presents the results  of an exploratory 
study of a local outbreak.
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HISTORY

PCP was developed in the lat e 1950’s by Parke,  Davis & Co. as an ane sthetic  
agent for use in surgical operations. Early research on huma ns showed th at  PCP 
caused ext rem e disturbances in body image and feelings of being  alone (Davies and 
Beech, 1960). Ano ther  e xpe rim ent  comparing  t he effects  of PCP, LSD and Mescaline 
on psyc hiat ric pat ien ts showed th at  the  effects of PCP were unif ormly described as 
extremely frigh tenin g. This fear was not noted with  LSD or Mescaline (Ban, et al., 
1961). Due to the  negative effects, experim ents  with humans were  discontinued in 
1965. Phencyclidine  is now sold commercially as a prima te immobil izing agent 
under  the  tra de  name Sernylan  for “ve terinary use only .”

Phencyc lidin e is produced for str ee t use in illici t laboratories.  The  precursors for 
PCP are difficult to regula te and  the drug  is easy to synthesize . Both the  ease of 
ma nufac tur e and the  ava ilab ility  of the  ingredients  mak e PCP a drug which is 
difficult to control.

PCP is a difficult  drug to class ify because  its effects  depend on the  dose levels. 
Pharmaco logically it acts both  as an hallucinogen and  a centr al nervous system 
sti mu lan t (National Clea ringhouse for Drug Abuse Info rma tion , 1973). There are  
two primary modes of admi nis tra tion for PCP: Smoking and  ora lly  (in pill or tab  
forms). The historical trends in th e diffusion of the dru g are tied  closely to the  mode 
of adm inis trat ion . In the  late 1960’s PCP was usually  tak en  in pill form. In the  
Haight-A shbu ry in 1967 PCP was called the  “Peace Pil l,” bu t its popu larity was 
short-lived. Following the  ea rli er  use of PCP in pill form, PCP  the n became an 
ad ul terant  most often sold as THC, Mescaline or Acid. Most early  use of PCP in a 
com munity is as an adult era nt.  Many sources stil l feel th at  PCP is almost always 
sold under a fictitious nam e and  th at  PCP is not a “dru g of cho ice” for str ee t user s 
(STASH, 1975). However, man y community drug cen ters now have noticed  the  fact 
that  man y young people have become regula r user s of PCP. The  m ost common mode 
of adm inistra tion for reg ula r use rs is to spr ink le PCP on parsley or low-grade 
ma rijuana  and smoke it.

NATIO NA L USE OF  PCP

Info rma tion  on the  nat ional use of Phencyclid ine is based on the DAWN report 
ing system (Drug Abuse Wa rning Network, 1974). DAWN is funded by the  Fede ral 
government and involves the  mon itor ing  of all dru g episodes reporte d in selected  
hospita l emergency rooms, medical exam iners , inp ati en t faci lities and  crises centers. 
The DAWN system is designed to reflect the  geographic and demographic dis trib u
tion of the  popula tion and  provides the  most comprehensive pic ture of contacts 
between drug users  and the  rep ort ing  facilities. Thus , DAWN da ta reflec t the  
rela tive  degree  of problems th at  people  are  having with  dif ferent  drugs. Monitoring 
the  frequency of drug  episodes over time by geographic  are a provides some indica
tion of th e diffusion of dru g use.

The DAWN II data , which  covers the  period from Ju ly 1973 to Marc h 1974, was 
the  fir st complete yea r of da ta collection. DAWN I was essent ially a pilot stud y of 
the  system. DAWN III and  DAWN IV covered the  following 2 years. PCP was 
ranked  twenty- third over-all in drug  ment ions in DAWN II, twenty-fir st in DAWN 
III, and  had a modal ran k of s ixte en for the  5 m onths of DAWN IV for which da ta 
were available . These DAWN rep orts docum ent the  rapid rise of PCP use over the  
las t 3 year s.

Figure  I p rese nts the  overal l DAWN III ran kin g o f PCP in 23 S tan dard Metropoli
tan  Areas. These data show th at  PCP ranks in the top ten  in San  Francisco , Los 
Angeles, Detroit and Raleigh and  in the  second 10 in Chicago, Boston, Washington,  
D.C., Minneapol is and Philad elphia . Heavy use of PCP was fir st observed on the  
West Coast, but  these da ta in Figure  I show th at  PCP now ran ks  high in several 
oth er citie s around the  coun try. The impor tan t ques tion is wh eth er  PCP use will 
increase in areas where it now has  a lower rela tive  frequency.

One impor tan t dimension in the adoption and  diffusion of PCP as a drug of choice 
is the  mode of ad min istratio n. In ord er for PCP to diffuse  rap idly  and increase as a 
dru g of choice it appears  th at  smok ing has to become the prima ry mode of ad mini s
tra tion. Ea rlie r outb reak s of PCP whe re pills were  the  prima ry mode of ad minis tra 
tion were general ly of s ho rte r durat ion  and did not seem to produce reg ula r use of 
PCP.

Selec ted da ta on the  mode of adm inistration were  ava ilab le from DAWN IV for 
four Standard  Metropolitan  Stati stic al Areas  (SMSA’s). In the  months of April 1975 
to Ju ne  1975 the  perc ent of PCP cases using dosages in powder  form were: 100 
percen t for San Francisco, 95 perce nt for Los Angeles, 82 percen t in Washington , 
D.C., and  75 percent in Detro it. On the  West Coast, where there is a longer history 
of PCP  use, almost all PCP cases were in powder form which is used for smoking. In
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are as where PCP does not have such a long history the  per cen t of use in powder 
form is much less and the re is a hig her proportion of use in tab  or pill form. 
Discussions with persons in drug programs in other parts  of the  country seem to 
suppor t thi s impression th at  PCP does not seem to become a major dru g of choice 
when used in pill form, bu t when smoking  is introduced use of PCP seems to 
increase.

The most  obvious explana tion  for th e rela tion ship between mode of adm inis tra
tion  and  diffusion of PCP is th at  the  use r can control the  dosage whe n it is smoked, 
and  th at  th e effects are  more desi rable. The rela tion ship between dosage form and 
dru g use is complex, bu t less risky , fami lia r modes of a dm ini stration  are generally 
more pre fer red  than  risky  modes of adm inistration.  Most PCP use rs hav e probably 
used ma rijuana  and therefore would be more willing  to try  smoking  a new drug 
than  to adopt a new and risk ier  mode of adm inis trat ion . Fu rth er  at ten tio n should 
be given to the  changes in the  mode of adm inistration  of PCP as an  indicato r of a 
potent ial rap id diffusion of the  d rug  in  a community.

The prof ile of th e PCP user provided by DAWN III da ta  shows th at  the  PCP user  
who enter s the  DAWN sys tem was: most likely  to have  used PCP alon e (78 percent) 
ra th er  than  using it with one or more othe r drugs;  most likely  to come into  a  crisis 
cen ter  (63 p ercent) ra ther  t ha n an  eme rgen cy room (34 percent) or inpa tie nt facility 
(3 percent ); most likely to be young (48 p erc ent  10-19 y ears old); wh ite (79 percent) 
and  male  (69 percent).

DES CRIPTION OF  A LOCA L PCP OUTBREA K

The city of Hayward, which is loca ted in the  Eas t Bay of the San  Francisco 
Metropolita n area  has exper ienced an  ou tbreak  of PCP use in the  las t several years. 
It is a dru g of choice for many people and there now are  a large numb er of chronic 
users. About a thi rd of the drug cases  in the  probation  departm ent are PCP users 
and about one-half of the  emergency  con tac ts in the  local drug crisi s cente r are  for 
problems with PCP. Persons in the  drug  cul ture and  dru g programs refer to the 
Hayward area  as the  PCP ca pita l of th e world.

This exp lora tory  study is based on inte rviews with twenty -five PCP users (three of 
whom were dealers), proba tion and  police  officers, emergency room sta ff and local 
dru g crises programs.

PCP has  a reputa tion in the  com munity  as being  a drug with  one of the highest 
“fre ako ut potent ials .” Everyone inte rvie wed  who works  with users considered  PCP 
to be an  ext rem ely dangerous drug, and most felt it had more  deleterious effects 
than  hero in. As the  DAWN profile  showed,  PCP users ten d to be very  young and 
young people  are leas t able to han dle  such  a heavy  dru g experience. As the  local 
outbreak has  cont inued in Hayward th e age of the  PCP use r has  gone down and 
now m any  persons in jun ior  h igh school are expe rimenting.

TH E EF FE CT S OF  PCP

For low PCP doses persons experie nce  mild exc item ent  and may experience 
catatonic rigid ity, while for higher  doses persons often appear to be in a coma or 
stupor  with  the  eyes open (Burns , et  al., 1975). In addi tion to the dose level the  
effects of PCP depend on the  use r’s fra me  of mind, expe ctations abo ut the  d rug  and 
the  situ ation  in which the  drug is used. The  common pa tte rn  of ef fects described by 
user s inclu des an  “ozone sta ge” which  occurs 5 to 15 min utes af ter  smoking PCP. In 
the  ozone stage, which usua lly last s from 2 to 6 hours, a person usually  has a 
difficult tim e talk ing  and walking, becomes confused, dem ons trates rep etit ive  behav
ior, and has  a lack  of attent ion . Things seem to slow down for a person on PCP. As 
one user descr ibed the  drug, “it  mak es me not feel; I can pu t my mind in a box. I t’s 
not like ge ttin g high .”

Overdoses on PCP at  the  local hos pital are a common occur rence.  According to 
the emergency room doctor who has  worked nights for the  las t several years, almost  
all  persons who come in on PCP overdoses exhibit schizoid behavior. Almost all of 
the  recent  cases coming into the  hos pital occur as a res ult  of smoking PCP. Over
dose cases are usua lly very dis rup tive  for the  hospita l because of the noise they 
make.  The  usu al mode of tre atmen t is to pu t the  person in a bed and  restr ain  them. 
Sensory isola tion is recommended because  verbal and physical stimu lat ion  aggra
vat e the  pa tie nt ’s condition (Burns , et al., 1975).

For overdoses  where the  person is deeply under, a uri ne  sample is usua lly taken . 
Most often  medication is not used, bu t when a person is in an  extremely  ac ute state , 
ei the r Val ium  or Thorazine is given  to calm the  person down. Most cases are 
released the  following day, and alm ost  all  cases are amnesiac. Those persons still 
having tro ub le usually  see the res ide nt psychiatri st.



The local drug crisis center,  which along with the  local police bring many over
doses to the local hospital, also trea ts overdoses which they feel they can handle. 
These cases involve people e ither having hallucin ations or people who come in with 
the ir join ts very rigid.

One of the acute effects of PCP is its high rate  of behavioral toxicity. In the 
interviews conducted almost all the persons had either been in an automobile 
accident or had a friend who was in an accident as a result of PCP use. In one 
incident a PCP user simply stopped his car on the freeway. Another incident 
involved a drowning in which a person could not save another  person on PCP 
because he also was on PCP. Most accidents involving PCP occur because people t ry 
to engage in normal activities such as driving or swimming but thei r motor and 

sensory functions are impaired.
Another  behavioral effect of PCP is the  fact th at  there  are  a number of incidents 

of violence among PCP users. Violence seems to occur more often among PCPer’s 
tha n other drug users. Originally the stabbings and fights appeared to be due to the 
fact that  the distribution system for PCP had not yet stabilized and terri torie s were 
being established. The interviews suggest, however, tha t much of the violence in
volving PCP is a ttributab le to the  drug itself and the  frame of mind created in the  
user. The PCP user is often not sure what happens when he is on PCP, and this  
removal from the situatio n often creates suspicion and lack of trust .

Bad trip s with PCP occur especially for the person who doesn’t know he has taken 
PCP. Two themes which seem to recur are the fear of dying and delusions about 
being Christ or God. The fear of death which was noted in the  early experiments 
with PCP (Ban, et al., 1961) is understandable because the  user feels he has lost 
control over his body. The psychodynamics of Christ-like delusions are more difficult 
to understand, but are noteworthy in the frequency with which they occur.

The long-term effects of PCP are described by persons working with users and 
friends of users as becoming “crystalized.” Getting  crystalized means a person’s 
mind seems confused; he doesn’t make sense when he talks. Many regular users of 
PCP, who are often referred to as “Parsley Monsters,” seem very depressed when 
they are  not using. This depression is probably aggravated or produced by PCP.

Obviously, the effects of PCP are not all bad and some unknown proportion of 
those persons who use are able to handle PCP. Most of the  regular users inte r
viewed felt they could handle PCP. From their comments about the ir problems some 
who felt they could handle PCP seemed to be having a difficult time. Learning to 
handle  PCP involves using it in a safe place where a person wouldn’t have to drive 
or talk  to anyone and regul ating  the dose so t ha t a person wouldn’t t ake more than  
he though t he could handle. Those persons who could handle  PCP were generally  
over 21 and had been using for 2 years or more.

Positive effects of PCP include giggling and laughing together with other persons 
on PCP. The effect on the body is to make a person feel warm or tingle. These 
effects were described by most of the persons interviewed. For some of the  male 
users, PCP was described as a drug women love. In varying degrees of sophistica
tion, the men interviewed felt PCP increased the likelihood of intercourse  with 
women. The use of PCP to “get over” on women is reminiscent of the  use of alcohol 
by adolescents. The women interviewed said th ey liked PCP, but  they didn’t seem as 
crazy about the drug as men seemed to thin k they were. One of the questions 
requiring furth er examination is th e use of PCP by women.

PCP users develop a tolerance for PCP; with prolonged use they need to take 
more to get the same effect. Initia lly a few tokes on a joint  would be enough, but 
with continued use a person would have to smoke a joint. Although regula r users of 
PCP seem dependent on the drug, more information  is necessary on the regularity 
of use and the different pat tern s of PCP use. Most of the  regu lar users in this small 
sample used every day. However, a more detailed history of a  large sample of PCP 
users is needed. Anothe r fact about PCP is tha t even though a person hasn’t used 
for a day or two they still seem confused, lethargic, and unable to concentrate. 

THE PCPER’S DILEMMA

One of the most interes ting facets of the PCP scene is the fact tha t a PCP user is 
very hesitant to admit to othe rs tha t he or she uses PCP. This resistance to “cop to 
PCP use” is a result of the fact tha t the PCP user is at the bottom of the statu s 
scale. In  the eyes of the  people who work with drug users, the  heroin addict is more 
highly regarded than  the PCP user. Heroin addicts want to stay away from PCP 
users because they see PCP users as inadequate. In many cases, heroin users feel 
PCPer’s would be unable to use heroin because the y couldn’t hustle.

The PCP user is in a bind. If he is confronted by someone they often say, “You’re 
spacie, you’re out of it, you can ’t remember anything, you’re turn ing into a vegeta-
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ble.” Therefore, because of th e stigma, the PCP user wants to cover up his use, but 
he can ’t. Most people ca n’t hide the ir use of PCP. One interviewee used heroin for 
several years and never h ad any contact with the police, but in 6 months of PCP use 
he was arreste d four times. The PCPer’s dilemma is tha t he is using a drug tha t 
puts him on the bottom of the  stat us system; he is concerned about how PCP is 
affecting him, but he can’t talk  about his regular use of PCP because he wants to 
hide his identity as a user.

This dilemma for the PCPer of hiding his identity  is coupled with the fact tha t 
the  user is concerned tha t the drug is affecting his brain. When told tha t studies 
show PCP does not do permanent damage to the brain  a user said, “Well, then how 
come I ’m so spacie.” I have not noticed such concern about a drug’s effects on the 
brai n or body among heroin users, but among PCP users this  concern is quite 
prevalent . In order to feel “nor mal” PCPer’s felt they had to stop using for 1 to 2 
weeks.

The PCPer’s dilemma also presents problems for treatmen t. The first problem is 
th at  the user is reluc tant to adm it to regula r use or dependence on the drug. This 
unwillingness to be open about regu lar use creates barri ers between the treat men t 
person and the user. The other problem is tha t since the effects of PCP last for 
several days, it  is difficult to separate the drug-induced problems from the problems 
they have when they are n’t using. Thus trea tme nt for persons who used in the last 
several days is more difficult t han  trea tme nt for those  who haven ’t used for several 
weeks. It is especially difficult to determi ne the user’s problems if he is unwilling to 
be honest about his use.

THE CHALLENGE FOR RESEARCH ON PCP

One is struck by the possibility th at  with  the emergence of PCP we are experienc
ing the same process we have witnessed with acid, barb itura tes, heroin and amphet
amines. When each of these drugs emerged or resurfaced in the  1960’s there was a 
rapid diffusion of the drug accompanied by negative publicity, horror  tales and 
eventual ly some systematic research on the use of the drug. The question asked 
regarding each of these drugs was, “Why would anyone want to use this? ” Now in 
the 1970’s we are faced with a new drug, PCP, and the most frequent question 
raised is, “Why would people use PCP?”

It is hoped t ha t the initial horror stories about PCP be accompanied by systematic 
description of the PCP-using community, including those who use the drug and 
don’t have contact with emergency rooms or crises centers. While there  are un
doubtedly some unique factors associated with PCP use, it is impo rtant  to insure 
that  what we have learned from ear lier  d rug use is also applied here. The essential 
startin g point then is research on local outbreaks of PCP use and an accurate 
profile on patterns of use.

Anothe r importan t topic for research is to discover both the  shor t and long-term 
psychological and social effects of PCP on experimental and chronic users. PCP 
could cover up some problems in the short run and exacerbate problems after 
continued use.

Other studies on PCP should focus on the user who seems to be able to handle the 
drug as well as the user who ca n’t handle it. Given the  potential  for the diffusion of 
PCP in the United States and the  many problems associated with its use, changing 
patt erns  of national and local use should be monitored.

Other studies on PCP should focus on the user who seems to be able to handle the 
drug as well as the user who can ’t handle it. Given the  potentia l for th e diffusion of 
PCP in the United States and the  many problems associated with its use, changing 
patt erns of national and local use should be monitored.
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F igure l . — Overall ranking for PCP in S MSA ’s (DA WN III)

San Fran cisco.................................  7
Det ro it ............................................ 8
Los Angeles.....................................  8
Raleigh, N .C ................................... 8
Chicago............................................ 17
Washington, D .C............................. 17
Boston.............................................. 18
Minneapolis....................................  19
Philade lph ia...................................  19
A tl an ta ........................................... 20
Cleveland ........................................  20
Pho enix...........................................  21

Se at tle ............................................. 26
Buffalo............................................. 27
Indianapolis..................................... 28
Mia mi..............................................  28
Denver............................................. 30
New Orlea ns...................................  30
Oklahoma City................................  31
San A ntonio.................................... 32
Da lla s.............................................. 33
Omaha............................................. 33
New Yo rk.......................................  34

Ban, T. A., Lorenz, J. J. and Lehmann, H. E. (1961) “Observation of the Action of 
Sernyl—A New Psychotropic Drug.” Canadian Psychiatr ic Association Journal.  Vol. 
6: 150-157.

Burns, S. R., Lerner, S. E., Currado, P. A., James, S. H., and Schnoll, S. H. (1975) 
“Phencyclidine: States of Acute  Intoxication and Fata lities .” The Western Journal 
of Medicine, Vol. 123 (4), November, 1975, 345-349.

Davies, B. M. and Beech, H. R. (1960) “The Effect of Sernyl on Twelve Normal 
Volunteers.” Jou rnal  of Mental Science, Vol. 106: 912-924.

DAWN: Drug Abuse Warning Network (1974) “Drug Enforcement  Administra
tion.” U.S. Department of Jus tice, Washington, D.C., Phase II Report.

National Clearinghouse For Drug Abuse Information (1973) “Phencyclidine (PCP)” 
Alcohol, Drug Abuse, and Mental  Health Adminis tration, Washington, D.C., Series 
14, No. 1.

STASH, Student  Association for the Study of Hallucinogens, Inc. (1975) “PCP 
(Phencyclidine): The New Delusinogen.” Stash Press, Madison, Wis.

[F rom Cli nic al Toxicology, Sept.  4, 1976]

Clinical  Man ag em ent of the  P hency clidine P sychosis

(By Paul V. Luisada, M.D., and Bernard I. Brown, PNA)

A previous paper  described the appearance of phencyclidine psychoses in epidemic 
proportions [7]. This surge of psychotic patien ts paralleled an increase in the street 
supply of PCP, an increase which continues in the Washington, D.C. area. The 
problem has persisted, despite vigorous law-enforcement activities, to the point 
where the DEA recently called the Washington Metropolitan Area the PCP capital 
of the country [ fl As a result,  phencyclidine psychosis is presently  the  leading cause 
of inpat ient psychiatric admissions in our catchment  area.

The phencyclidine psychosis may be defined as a schizophreniform psychosis 
which appears in some individuals after phencyclidine use and persists for more 
than a day. It is distinguished from phencyclidine intoxication by its persistence. 
The phencyclidine psychosis is characterized by the appearance of the cardinal signs 
of schizophrenia and unpredictable aggressive behavior, both of which may last for 
days or weeks after  the use of phencyclidine in the absence of further exposure.

With the ever-widening availabil ity of phencyclidine, it can be anticipa ted tha t 
other parts  of the  country will also experience an increasing incidence of phencycli- 

•  dine psychoses. This paper is directed at clinicians who may be confronted with this
problem, and it is based upon experience gained from treatin g in excess of 100 
phencyclidine psychoses on an inpatient psychiatric ward over the past two years. 

CLINICAL course

a  An earlie r paper [7] described the course of th e trea ted psychosis as consisting of
thre e distinguishable phases of approximately equal length over the course of an 
average two-week hospitalization: The initia l phase is character ized by violent, 
psychotic behavior which persists  for an average of five days. During the second 
phase, behavior is more controlled, but patients remain  restless and unpredictable 
for approximately five more days. The final phase lasts about four days and is 
characterized by rapid personality reintegration and rapid improvement of thought 
disorders and paranoia.
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The majority of patients  presenting with this entity  were in the ir late teens to 
mid-twenties, and nearly all have been males. Most did not reach trea tme nt until 
hours or days a fter the onset of the psychoses, and did so during the initial phase of 
the psychosis. Chief complaints ranged from mute posturing to “attacking  everyone 
in sight.” The majority of these patients  were brought to trea tme nt after their  
aggressive behavior exceeded th e limits  tolerated  by family, friends, or police. Those 
few patients who presented themselves  voluntarily were generally  treat able  on an 
outpatient  basis, and were ne ither  as  violent nor as agitated as those described here. «

Where admission histories were obtained from these patients,  they generally 
included several days of confusion, paranoid ideation, insomnia, and intermitte nt 
restlessness. However, a history of phencyclidine use was not reliably obtainable on 
admission. In addition, family mem bers generally described th e preadmission period 
as characterized by insomnia, tension, hyperactivity, and inte rmi tten t unexpected *
aggressive behavior.

The present ing picture most often resembled a mixture of paranoid schizophrenia 
and catatonic excitement, although some patients were more subdued and resem
bled true catatonia. Those patie nts amenable to admission interviews were de
scribed as preoccupied and marg inally  cooperative. Mental stat us examinations 
generally described inappro priate autistic behavior. Patie nts left to themselves often 
gazed fixedly at  objects, or suspiciously at  interviewers, with complete preoccupation 
and apparen t oblivion to the ir surroundings for several minutes, ignoring questions 
or responding in perfunctory monosyllables. These patients often unexpectedly 
moved toward the door in a delibera te, mechanical way and reacted with sudden 
violence if attem pts were made to touch or restrain them.

Their affect was generally described as blunted, constricted, distant or vacant, 
alternating  with extreme suspicion, hostility, or terror. They often complained of 
persistent auditory  hallucinations, and appeared to be having difficulties with visual 
perception. The auditory halluc inations were often described as threatenin g, and 
some p atien ts found them terrifying.

Although these patients were oriented to place and person, month and year, the 
date was occasionally given as being several days in the  future,  and events of the  
past several days were perceived of as having occurred days or even weeks earlier.
Speech was invariably affected, with abnorm alities  ranging from fran k incoherence 
to loosening or tangenti al associations. Thought content, although difficult to assess 
in many cases because of incoherence, commonly included a global paranoia , bizarre 
paranoid delusions, ideas of reference, delusions of being controlled by others, 
grandiosity, but no fixed or systematized delusional system.

Apart from the characteristic history  of acu te onset, and an irreg ularl y obtained 
history of phencyclidine use in its curre nt street guises, these patie nts lacked prior 
psychiatric histories and tended to be more independen t of the ir families than 
schizophrenics. Most were doing reasonably well in high school, college, or work, 
although some were vagrants and “stre et people” prior to the onset of th eir psycho
ses.

A small par t of our sample consisted of patients  with prior admissions for schizo
phrenia  who experienced sudden psychotic reactivations afte r experime nting with 
phencyclidine. As a rule, these psychoses involved significantly more violent and 
unpredictable behavior than the initial schizophrenic psychoses.

CLINICAL MANAGEMENT

The diagnosis of phencyclidine psychosis in the initial  phase constitu tes a psychi
atric  emergency. These patients are an immediate danger to others merely on the 
basis of t hei r misperceptions, paranoia , and hostility, and this thr eat is compounded 
by thei r confusion, tendency towards violence, and the extreme unpredic tability  of 
thei r behavior. They also constitu te a danger to themselves not only on the  basis of 
impaired judgment and being unable to care for themselves, but also because their  •
violent, thre aten ing behavior might provoke lethal countermeasures by those 
around them. Burns [«?] has reported a case of phencyclidine intoxication in which 
the patie nt was shot and killed by police afte r not heeding their warnings. One of 
our patients was hospitalized involuntarily  on the basis of “attac king everyone in 
sight,” including the investigating police officer, a fter a car accident.

Patie nts in the initial stages of the  phencyclidine psychosis almost invariably 
require inpa tien t psychiatric t reat men t. Furthe rmore , these patients are  poor candi
dates for v olunta ry treatm ent, first because the ir paranoia makes them unlikely to 
sign in on admission, and second because the ir restlessness, ambivalence, confusion, 
and unpredictability at this stage of the  psychosis leads to a high percentage of 
premature A.M.A. discharges. A factor th at  furt her  mitigates against  successfully 
continuing trea tme nt on a voluntary basis is admission under pressure  from family
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or friends. These patients often demand to leave as soon as the ir relatives and 
friends return  home. In our experience, they cannot be dissuaded on the basis of 
rational discussion during this phase of their  illness. In one instance, a newly 
admitted patient insisted on “fighting my way out” despite the presence of 16 male 
nurses, some of whom were injured in the  process.

As discussed above, patients in the initia l stage of the  phencyclidine psychosis are 
dangerous, ambivilent, unpredictable, psychotic, and agitated.

* The immediate goals of trea tme nt are  therefore:
1. Prevention of injury to the patient or others.
2. Assurance of continuing trea tmen t.
3. Reduction of stimuli.
4. Amelioration of the psychosis.

« 5. Reduction of agitation.
Trea tmen t which meets the first three of these goals includes prompt inpatient 

hospitalization, preferably on an involuntary basis. Isolation in a locked bare seclu
sion room with frequent, but unobtrus ive observation is the trea tme nt of choice: 
Seclusion not only safeguards other patients and staff, but also calms the patien t 
through the reduction of stimuli which he can misperceive as threatening, particu
larly the sight of other people.

Chlorpromazine is the only antipsychotic agent that  meets the last two goals: 
ameliora tion of the psychosis and sedation. Our experience indicates that  the use of 
nonsedating antipsychotic agents prolongs the time these patients require seclusion, 
delays improvement of the insomnia, and makes them more difficult for staff to 
manage at  mealtime. Although the use of sedatives such as diazepam and chlordia- 
zepoxide has been suggested for the management of acute phencyclidine intoxica
tion, the dual trea tment goals of ameliorating the psychosis and reducing agitation 
makes the use of a single drug which meets both goals (chlorpromazine) more 
attractive  than the combination of a  nonsedating antipsychotic agent  and a seda
tive.

Once the  possibility of anticholinergic drug intoxication has been ruled out, the 
daily dose of chlorpromazine is increased by 200 mg/day from a starting dose of 400 
mg/day in divided doses. On the average, a daily dose of 1600 mg/day has been 
reached by the  end of the in itial phase of treatm ent.

Behavior in seclusion during  the initia l phase is character ized by continuing 
global paranoia, insomnia, anorexia, inte rmi tten t agitation , and strong reactions to 
such stimuli as the presence of staff  during  mealtimes. Patie nts may throw food 
about the rooms, or smear it on the  walls. They are extremely suspicious of food and 
oral medication, and may vacillate at length before reluc tantly accepting it. It is 
helpful if the same staff members b ring the patien t food and medication from day to 
day.

This slow response to the  most aggressive treatm ent is cha racter istic of phencycli
dine psychosis, and sets it apa rt from paranoid schizophrenia, in which equally 
agitated patie nts respond much more rapidly. Indeed, the sense of lack of progress 
engendered by this slow treatment response was a  factor leading to our first investi
gation of these psychoses.

The trans ition  from the initia l to the mixed phase is characterized by several 
gradual  changes which become prominent around the fifth day of treatment: Al
though restless, the patien t is no longer  hyperactive; he is less threa tened or overtly 
hostile to the  presence of others in the  seclusion room. He is cooperative to the 
exten t of following simple concrete suggestions and accepts medication without 
suspicious vacillation. He can agree to seclude himself if he becomes upset.

Thus, although he is confused and still demonstrates a thought disorder, halluci
nations, blocking, and paranoid ideation, he is relatively calm and reasonable a good 
portion of the time and can accept some degree of responsibility for and control of 

g his behavior.
Despite these signs of progress, t here are still inte rmi tten t periods of gross para

noia, agitation , terror, and hyperactivity alternat ing with quiet paranoid watchful
ness. Affect remains quite constricted, and inappropriate demands tha t are not met 
immediately may explode in an unexpected flurry of violence. Thus, patients in the 
second (mixed) phase are psychotic, paranoid, unpredictable, and intermit tently 
dangerous, although they are no longer sensitive to stimuli.

The goals of treatment in this  stage are:
1. Prevention of injury.
2. Amelioration of the psychosis.
3. Reduction of paranoia.
The fi rst goal may be met by close monitoring of behavior and a flexible seclusion 

policy aimed a t helping the patient volun tarily seek seclusion at the  f irst signs th at
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he is losing control. Behavior must  be closely and continuously monitored. Oper
ationally, sitting near other  patients  is a sign of stab ility, whereas a patien t who 
isolates himself in a corner with his back to the wall, watching other suspiciously 
requires furth er isolation.

Clinical judgment will indicate  whether further  increases in chlorpromazine 
dosage, or switching to an equipotent dose of a nonsedating antipsychotic agent is 
indicated. Reestablishment of s leep pattern may be aided by switching the entire 
daily dose to bedtime. Partic ipation in group and milieu therapy is helpful in 
restoring the patien t’s confidence in his perceptions and in establishing rapport. '

The third  phase begins on an average during the tenth day of hospitalization, and 
is characterized by rapid reintegration of the premorbid personali ty and the devel
opment of insight into the events leading to the hospitalization. There is often some 
amnesia  for the  early events of the psychosis, but a history of the use of phencycli
dine prior to its onset is usually  obtained during this period. Patients may be *
converted to voluntary status during this stage, and the  groundwork for outpatient  
follow-up laid.

Outpatien t follow-up is helpful as patients are tapered  off medication. In this 
connection, it is interes ting to note tha t despite repeated warnings against furth er 
phencyclidine use, a large proportion of our patients have used it at least one more 
time, and have returned for t rea tment  of a second psychotic episode. Most of these 
patients explained using the  drug again on the basis of “feeling good” and wanting 
to see if they could “handle it.”

Less encouraging is our finding tha t about one-fourth of the patients originally 
trea ted for phencyclidine psychoses retu rn about a year late r with schizophrenic 
ones in the absence of drug use. By contrast, these late r episodes have lacked the 
charac teristic  violence of the  phencyclidine-induced ones, and they have been much 
more quickly responsive to antipsychotic drugs, yet they have also left behind 
typical schizophrenic residua. Although our data on these patients are still limited, 
preliminary trends appear to indicate  a  tendency for those patients who had experi
enced the longer phencyclidine psychoses to late r retu rn with schizophrenic ones.

CONCLUSION

Despite extensive efforts by local law-enforcement agencies, phencyclidine re
mains widely available as a stre et drug. At the same time, phencyclidine psychoses 
have surpassed both schizophrenia and alcoholism as the leading cause of inpatient 
psychiatric admission in our catchm ent area.

The connection between schizophrenia and phencyclidine psychosis appears to go 
well beyond the phenomenologic similarities. As reported by Luby [41 one of phen
cyclidine’s unique qualities is not only to mimic schizophrenia, but also to reactivate 
schizophrenic psychoses. The treatm ent of phencyclidine psychoses outlined in this 
paper is also quite similar  to th at  for extremely agitated schizophrenics. Fur ther 
more, our experience indicates that  people whose sensitivity to phencyclidine has 
been demonstrated by the development of a psychosis will develop another psychosis 
upon reexposure to the drug. Finally, there  are some patie nts who have first 
experienced phencyclidine psychoses and later have developed schizophrenia.

Thus, our experience with phencyclidine psychoses not  only supports earlie r find
ings that  schizophrenics are highly sensitive to the drug, but  also suggests the 
existence of an individual sensitiv ity to the drug, a sensitivity that  is related to 
schizophrenia in some way. The widespread use of phencyclidine in our catchment 
area might even be viewed as a crude “screening tes t” for “schizophrenicity.” The 
ease with which phencyclidine may be synthesized in large quantities  on a clandes
tine  basis raises the possibility that  this “screening tes t” may soon spread else
where.

REFERENCES

1. P. Luisada and C. Reddick, An Epidemic of Drug-Induced Schizophrenia. Pre- fc
sented at  The American Psychiatric Association Annual Meeting, 1975.

2. “The Washington Post,” December 20, 1975.
3. R. Burns, S. Lerner, R. Corrado, et al., Phencyclidine—state s of acute intoxica

tion and fatalities, “West. J.  Med., 123,” 345 (1975).
4. E. Luby, B. Cohen, et al., Study of a new schizophrenomimetic drug—Sernyl,

“A.M.A. Arch. Neurol. Psychiat.,” 81, 363 (1959).



CLINICAL TOXICOLOGY 9(4), pp. 473-475 (1976)

EDITORIAL

Phencyc lidine: An Emerging Drug Problem

This issue of the jou rna l is devoted to the emerg ing  p roblem of 
phencyclidine abuse throughout the United States. Phency clid ine’ s 
masquerad ing pr op er tie s ar e enabling it to ride the waves of the 
booming psyched elic  and cannabinol ma rkets . Its growing popular ity 
pa ra lle ls  the ea rly  hi stor ies of the LSD and mariju ana  movements . 
With the advent of the polydrug phenomenon, its  wid espread experi
men tal and lon g-t erm  abuse has expanded. It ini tia lly  p assed 
through the drug  subculture  as the PeaCe Pil l (PC P) in 1967. The 
rel ative ly inexpe rien ced  drug  e xperi me nte rs at the time were  di s
appoin ted with i ts  effects. However, since then its  popu lari ty has 
rapidly inc rea sed  among experienced us er s.  Also,  the extensive 
use  of c land estine drug combinat ions conta ining phencyclidine has 
res ult ed  in a mar ked  ri se  in the num ber  of p atie nts  displaying  acute 
intoxication. The my riad analogs of phencyclidine prese nt a broad 
range of potent ial agents, pure  or  in polydrug form, for ill ici t ex
perimenta tion  and chronic abuse . There , the pr op er  c linical  rec og
nition  and management of phencyclid ine intoxica tions is now cha l
lenging  the med ical  community.

The origin of phencyclid ine dates back to the mid-1950s when it 
was tes ted  on hum ans as  a surgical ana esthet ic.  Due to acute side  
effect s, its  leg itim ate  use  has been lim ited exc lusively  to ve ter ina ry  
medicine  sinc e 1967.

In a longitudinal study of the con centrat ion and frequency of 
phencyclidine in st re et  dru gs,  thr ee  re se ar ch er s have revealed a 
sharp  decline between 1971 and 1975. Despite the se  findings , a wide 
va rie ty of phency clidine- indu ced syndromes ar e being observe d at 
an ala rming  ra te  in se ve ra l major cit ies . During 1975 in the city  of 
De troit alone, phencycl idine was reporte d to be the sing le most  com
mon drug in eme rgency  ove rdose screen ing .

Those st re et  drugs with the most bi za rre nam es ar e most often 
found to contain  phencyclidine . Phe ncy clid ine’ s mas querading 
pr op er tie s, low cost, and eas e of product ion,  provide  a high p rof it,
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and acco unt for its appeara nce  as a st re et  drug. When it is combined 
with or  sub stituted for oth er dru gs,  the inex per ienced  us er  is often 
led to believe that he is  act ual ly gettin g the m isr ep re se nt ed  agent.

The prolon ged and fluc tuat ing effe cts of phencyclidine  intoxication , 
las tin g up to a week with high dos es, ar e pos sibl y due to the dru g’ s 
affin ity for  adipose  tis sue. In a study of orga n dis trib uti on  of phen
cyclidin e in ra ts , high lev els  wer e dete cted  in adipose tis su e long 
af te r the drug was abs ent  from  the blood and urin e.

One etiolo gic hypo thesi s is  that the prolonged  effec t of phencyclidine 
is a re su lt of i ts slow re le as e from adipose tis su e and its  subsequent 
sel ec tiv e uptake by b rain  tis su e,  with sequest rat ion  in the centr al ne r
vous sys tem . The presen ce  of a lon g-actin g phen cyclidine  metabolite  
is  among seve ral  alt erna tiv e hypo these s that  req uire  fu rth er  res ea rch .

Pr el im in ary stud ies  sug ges t that  phen cyclidine  may rep res en t 
a com pletely new cl as s of psy choactiv e drug. The sm all  amount 
of ava ilab le re se ar ch  evid ence  tentatively  sup por ts the ass um p
tion that humans may develo p tolera nce  to the intens ity and durati on 
of the beha vioral effe cts  of phen cycl idine , yet no evide nce of p hysical 
depen dence  exi sts  cu rre ntl y. That clinically  sign ific ant  intera ctio ns 
occur between phen cyclidine , and ma riju ana  and ce nt ra l nerv ous 
sys tem  de pre ssa nts  is sub sta nti ate d by se ve ra l inv estigat ions .

A study of the  ps yc hia tri c seq uelae of p henc yclid ine abuse  has 
dis clo sed  a dru g-s pecif ic psy chosi s las tin g se ve ra l weeks for a 
sm all  num ber of u se rs.  These  psychotic  episod es often  resem ble  
the pre mo rbid per son alit y changes  associa ted  with LSD and mar ijuana 
use.  Additional fea tur es of the psy cho sis—neur olog ic chan ges, dose - 
re la ted sev eri ty of sym ptoms,  and the con sis ten t dur atio n of il ln ess - 
ar e not common to oth er psy chedeli c drugs. It is ass um ed, based 
on clinic al obs erv atio ns,  tha t phen cycl idin e-induced psy cho ses  is a 
drug  effect fac ilitate d by a ’’vulner able, pathologic pe rso nality ." 
Re por ts indic ate that it can both rea cti va te and mimic sch izop hren ic 
psy cho ses . Some individu als have develop ed clas sic  sch izop hren ia 
subs eque nt to exp erie ncin g phencyclidine  psy cho ses.  This  phenomenon 
sug gests  a rela tion ship  between  the phar maco logy  of phenc yclidin e 
and the bio che mis try of sch izophr enia. That some individu als may 
po ss es s a predispos itio n to sch izophr enia is  sug ges ted  by the fact 
that sch izophr enics ar e highly  sen sit ive  to phencyclidine.  Experien ced 
clinic ian s rep ort  that chr onic us er s who say they ar e try ing  to esca pe 
bad feel ings  about the ms elv es  ar e most  likely to have pro blems  with 
the drug.  Also, a few c hro nic  us er s of phencyclidine claim they feel 
good about using the drug.

The increa sin g avail abi lity  of t his enigmati c psy choactive agent 
is  like ly to expand its  abuse and continue to chal leng e the medical 
comm unity . The evidence rep orted  in thi s issue  of the jour nal 
clea rly  iden tifie s phen cycl idin e abuse  as an eme rging drug  problem 
tha t re qu ire s the immedia te atten tion of t he med ical  community.

R. Stanle y Burns, M.D. 

Steven E. Le rn er , M.S. 

Co-G uest  Editor s

Fe bruary  1976
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Perspectives: A cute Phencyclidine Intoxica tio n* ’!

R. STANLEY BURNS, M.D., and STEVEN E. LERNER, M.S. 
San Fra nci sco , Cal ifor nia

The management  of acute  phencyclidine intox icat ion, often pre 
sent ing as a med ical  eme rgency, requ ire s an understanding of the 
drug ’s pharmacology, pa tte rns  of abuse , lethal ity , combined  effects, 
and toxicology.

Phencyclidine (1 - (1-phencyclohexyl) pip erid ine , disc ove red  by 
Chen, Ensor , Rus sel , and Bohner in the mid-1950s [1], is a white 
crys talline  powder with a molecu lar weight of 243.8 [2]. The hydro
chloride sa lt of phencyclidine (Sernyl,  CI -395), a white, stab le solid 
with a melting point of 234-236°C,  is readily  soluble in water and 
ethanol [3].

Animal studie s of phencyc lidine  hyd roch loride rev eal  low cell ular  
toxicity  and high potency in inducing sur gic al anest hesia  in monkeys 
[4]. Phencyclidine hydroch loride was fi rs t tes ted  clin ica lly as an 
ane sthetic  agent in humans in 1957 [4, 5]. In do ses  of 0.25 mg/kg 
by body weight given intr avenously,  it was effective in producing 
anesthesia  suff icient for minor and ma jor  su rgery [4]. Clin ical in
ves tiga tion s of i ts  ane sthetic prop ert ies  were discontinued because 
the drug caused re cu rren t emergen t dele rium  of prolonged dura tion  
in some cases .

♦Presented  at the Thi rty- Eighth  Annual Scientifi c Meeting, The 
Com mittee on Problem s of Drug Dependence, National Academy of 
Sci enc es-Na tional  Re searc h Council , Richmond, Virg inia,  June 9, 
1976.

tReprin t req uests  to: Steven E. Le rn er , M.S., R. Stanley Burns, 
M.D., Steven E. Ler ne r, M.S. & Associa tes , 350 Pa rnassu s Avenue, 
Suite 304 A, San Francis co , Cal ifornia 94117.
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Phencyclidin e is pr im ar ily a ce nt ra l ne rvou s syste m de pr es sa nt  
in monkeys and hum ans [6].  In cr ea sing  do ses pro duce seda tion, 
ca ta leps y,  gene ral  an es th es ia , and  con vulsion [7- 9].  Als o, it is psycho- 
mi me tic  and po ss es se s ce rt ai n symp ath om imeti c ac tio ns  [2, 6, 10].

Phencyclidin e is ac tiv e or al ly  as  well as  pa re nt er al ly  (IM, IV) in ,
hum ans  [3].  The or al  seda tiv e dose is  es tim at ed  to be between 1 
and 5 mg [9]. Given in tra ve no us ly  in subane sth eti c to an es thet ic 
do ses (0 .06 -0.25  mg /kg ), phencyclidin e in cr ea se s the  minute volume, 
ra te , and depth of re sp irat io ns  of low or de r.  At a dos e of 0.25  mg /kg  »
in tra ve no us ly, a mean in cr ea se  in min ute volu me of 1140 cc was 
m ea su re d in seve n pe rson s. The  tid al  volu me in cr ea se d an av erag e 
of 15.3 cc and the  re sp ir at ory  ra te  in cr ea se d a mean  of 2.57 [4].

No sig nif ica nt al te ra tio n of re sp irat io n oc cu rs  in an im als at an es 
theti c do ses. However, ce ss at io n of re sp irat io n has  been  ob ser ved 
with ve ry  rapid intra venous  ad min is trat io n of high do se s in rabb its  
and dogs [11] .

Phencyclidin e given hum ans  in subane sth eti c to an es thet ic  doses  
(0 .06-0.25  mg /kg ) co ns is tent ly  el ev ates  both sy stol ic  and dias tolic  
blood p re ss ure , acc ompan ied  by a le ss  co ns is tent  in cr ea se  in pulse 
ra te . A mean in cr ea se  of 26 mm Hg in sy stol ic  and 19 mm Hg in 
di as to lic  pre ss ure  has  been  ob se rv ed  in seven pe rs on s rece iv ing 
do ses of 0.25  mg/kg  in tra ve no us ly  [4].

No marke d chan ge in ci rc ul at io n has  been noted in an im als at 
do ses up to the  an es thet ic lev el.  Br ad yc ardia and so met im es  ar ry th - 
mias  oc cu rr ed  in ca ts given  ve ry  la rg e intra ve no us  do ses. T ra ns i
to ry  hypoten sion  has  al so  been pro duced  with highly toxic dosage  
leve ls  [11] .

In in iti al  cli nica l tr ia ls , do se s of 1.0 mg /kg  given  int rav en ou sly  
pro duced se iz ur e ac tiv ity  in huma ns [4]. Clonic and ton ic se iz ur es  
oc cu rred  in monkeys af te r ad min is trat io n of phenc ycl idine in doses  
gre at er  than tho se requ ired  to pro duce  an es th es ia  [7, 8, 11].

El ec tro en ce ph alog raph ical ly , phency clid ine  ca us es  dif fus e the ta 
and de lta  slow ing in hum ans  [4, 5, 13]. Cha nges induced by in tr a
venous infu sion  at su ba ne sth et ic  do se s ran ged  from  sligh t theta  
slow ing in one of fou r vo lunt ee rs  at 0.03 mg/k g to mark ed  the ta 
ac tiv ity  with  a dominan t medium vol tage 4-5  Hz rhythm  in two vol 
un teer s given  0.2 mg/kg . The on se t and re st itu tio n of the  el ec tr o
enc ephalog ram  to its  d ru g-f re e lev el was eviden ced  by ei th er  
abrupt  frequenc y or  ste pw ise  changes . Th ese  effec ts la st ed  15-30 
min depending on the  dose given and the se ve ri ty  of the  cha nge s 
induced [5].

In six pe rson s given in tra ve no us  infusi ons of phencyclidin e, a 
de cr ea se  in fa st  ac tiv ity  oc cu rr ed  af te r 2-3  mg. At ap prox im ate ly 
sev en to ten  mg, a de fin ite  slowin g, dif fuse in na ture  and most 
pronounced  in the  the ta rang e,  was ob se rved  [4].

Ph encyclidin e ap pe ar s to be rapidly me tab oli zed and excrete d.
In va rio us  animal sp ec ie s,  it ha s a re la tiv ely sh or t du ra tio n of



ac tion  [3]. When la bel ed  ph en cy cl id ine was giv en in tr av en ou sl y to 
mon ke ys  in do se s of 2- 6 m g/ kg , 60% of the labe l ap pe ar ed  in the 
u ri ne within  12 h r and ap pr ox im at el y 75% at  eigh t da ys . Althou gh 
th e labe l was p ri m ari ly  in th e fo rm  of  co njug ated  hy droxy m et ab oli te s,  
so m e unchanged ph en cy cl id in e was p re se n t [14 ].

The du ra tion  of su rg ic a l anest hesi a  with p a re n te ra l ad m in is tr at io n  
of  ph en cy cl id ine in mon ke ys  is  do se  de pe nd en t [8].

Ph en cy cl id in e ha s be en  id en tif ied and qu an ti tive ly  det er m in ed  in 
ex tr ac ts  of body  flui ds  (bl ood, uri ne,  CSF) and ti s su e s  by gas -l iq uid  
ch ro m at og ra ph y with fl am e ioniza tio n de te ct io n [15, 16] and with ga s 
chro m at ogra phy-c hem ic al  ioni za tio n m ass  sp ec tr om etr y  [17, 18].

S T R E E T  P H A R M A C O L O G Y

Ph en cy cl id in e ha s ap pea re d on the  il li c it  m ark et in po wde r, ta ble t,  
le a f m ix tu re , and  one  gra m  "r ock " c ry s ta l fo rm s.  The c ry st a ll in e  or 
g ra nu la r po wde r fo rm  is  found mos t fr eq ue nt ly ; oc ca si on al ly  it is  co n
ta in ed  in cap su le s [19,  20 ]. Ph en cy cl id in e found on pars le y , min t, o r 
o th e r le av es  is  us ua lly  in the form  of a "j o in t"  [19, 21 ]. Mo st s tr e e t 
p re para ti ons co nt ain th e hy dr oc hl or id e sa lt , al thou gh  ph en cy cl id in e as  
th e fr ee  ba se  ha s been  se en  [22],

Ph en cy cl id in e is  so ld  on the  West  Coa st  as  "c ry s ta l, "  "a ng el  dust ,"  
"P C P ,"  "T HC," and "c an na bi no l"  [19-21 , 23 ]. Fou nd un de r a m ult i
tude  of s tr e e t nam es , th e mos t p e rs is te n t m is re p re se n ta ti on  is  
"T HC"  [20 ].

The per ce nta ge of ph en cy cl id in e in po wde r fo rm s v a ri e s ex tr em el y  
[19, 211. Sa m pl es  of th e po wde r fo rm  so ld  as  "c ry s ta l"  a re  gen er al ly  
50-1 00%  ph en cy cl id in e [24] . As "a ng el  dust ,"  it v a ri e s fro m 88 -100  o 
ph en cy cl id in e [19] . Whe n purc ha se d un de r a vari e ty  of o th er  nam es , 
th e am ou nt  of ph en cy cl id in e dr op s to a ra ng e of 10-3 0% [19 ].

Ta blet  fo rm s consi st en tl y  co ntain from  1 to 6 mg , with m os t ta b le ts  
co nt aining  ap pro xim at el y 5 mg [19, 20, 25 ]. Jo in ts  of le af  m ix tu re s 
have  bee n found to co nt ai n be tween  0.24 -7 .9% ph en cy cl id in e,  av er ag in g 
1 mg  ph en cy cl id ine p e r  150 mg of le av es . Jo in ts  ra ng e fro m 100 to 
400 mg in to ta l we igh t [19] . Ch ronic u se rs  re p o rt  us ing about 50 mg 
of  the po wde r fo rm , purc has ed  as  "c ry s ta l, "  to  p re p a re  " s tr e e t"  
jo in ts  [24 ].

Ph en cy cl id in e ca n be  tak en  by mo uth , by sm ok ing (inh al at io n) , by 
sn ort in g (i ns uf flat io n) , and, ra re ly , by th e in tr av en ou s ro ut e [24 ]. 
Po wde r fo rm s a re  gen era ll y  sp rink le d on "j o in ts " o r so m et im es  a re  
sn or te d.

E st im at es  of the am ou nt  of ph en cy cl id in e us ed  p e r ep isod e by th e 
di ff er en t ro ute s a re  li s te d  in Ta ble 1. The se  va lu es  a re  ba se d on a 
co mbina tio n of dr ug  sa m ple  an al yse s and in fo rm at io n on cert a in  s tr e e t 
m ate ri a ls  co nt aining  ph en cy cl id ine.
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TABLE 1. Phen cycl idine Used pe r Episode

Mode Form
Amt. purchased , 
mg Est. %P CP

Est. amt. 
PCP , mg

Smoking 1-2 joints 50-100 50-100 35-75

Snorting "hit " (2 lines) 5 90-99 5

By mouth 1 table t (2-6  mg) 5

TABLE 2. Tem poral Profi le of Reported 
Subjective  Effec ts Among PCP Smokers

Effects Time

Onset of "come on" 2- 5 min

Peak,  plateau or  "high" 15-30 min

Stay " loaded" 4-6 hr

Time until "no rmal" 24-48 hr

The amount of phencyclidine  per  "hi t" in powders and tab let s usually 
fal ls in the range  of 2-6 mg [19].

The tim e cou rse  of the sub jec tive  effects of phencyclidine taken by 
inhalation  as reported by chronic us er s is given in Table 2.

PR E SE N T A T IO N  OF  ACUTE IN TO X IC A TIO N

Among 18 emergency room pre senta tio ns  for acute phencyclidine 
intox icat ions from April 1972 to August 1975 were 16 male  and two 
female Cau cas ians  ranging  in age from 16 to 27 years .

Blood obta ined on admission  was screen ed for ethyl alcoho l and 
oth er seda tive-hyp notic agen ts. Admission urine sam ples were  
scr een ed for  amphetamines, methamphetamine , and opia tes. No LSD 
or  mariju ana  use  appe ared  in th ei r his tor ies .

Urine levels  of phencyclidine were determined by g as- liqu id 
chro matogra phy with flame ionization detec tion and conf irmed by 
thin- lay er chromato graphy [15].

Sixteen of the individuals were  unrespo nsive or  exhib ited biza rre  
or  violent behavior. Two individuals were  observed by police  to be 
acting inapprop ria tely  aft er an auto accid ent (see Table 3). Two of



TABLE 3. Prese nti ng  Pictu re  Among 18 Cases  of 
Acute Phen cycl idine Intoxicat ion

Pre sen ting pic tur e Cases Perce nt

Unresponsive 11 61.0

Bizarre  behavio r 4 22.0

Automobile acc ident 2 11.0

Violent behavio r 1 6.0

the persons brought to the emergency room in an unrespo nsive sta te 
had been p laced  in jail  ea rl ie r for sus pec ted  d rug abuse  in one case,  
and er ra tic  driv ing in the other . Oth ers  were  brough t in by police, 
local drug program staf f, paren ts, and school personnel.

C L IN IC A L  FI NDIN GS

Seven of the 18 individuals were confused or  d ele rious on adm is
sion. Four of them had smoked one "s tr ee t"  joint  and a fifth p erson 
had swallowed a joint upon fear ing discovery. In the  rema ining two 
ca ses, no h istory  was avai lable.

Eleven individuals  wer e in a stup orous or  comatose stat e. Six 
had taken phencyclidine by mouth, thr ee  in amounts ranging  from 
1/2 to 1 gm of st re et  purchased  ma ter ial . One pe rson had smoked 
phencyclidine, and in the remaining four  cases no hist ory  was avail 
able.

The admissio n vita l sign s and c ha racter is tic  clinical findings in 
ca se s of the acute confus ional sta te-dele riu m, following typical 
st re et  doses, and in ca se s of a stuporou s-com atose sta te,  associated  
with higher doses taken  ora lly , ar e prese nte d in Table  4, p ar ts I 
and IL

H O SPIT A L CO URSE

The time  req uir ed  following adm ission for the individuals to ap
pe ar  a le rt and o riente d and to exhibit  nor mal behavio r in 15 c ases  
of acute phencyclidine intoxication is summ arized  in Table 5. Three 
of the orig inal  ca ses wer e excluded from the tab le, since two indi
viduals were tr an sf er re d to acute psy chi atr ic fac ili tie s and one 
individua l displayed inapprop ria te behavio r at the time  of d ischarge.
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TABLE 5. Time Requi red for  Norm alcy

Time Cases Perce nt Cumulative percen t

8 hr 5 33.0 33.0

9-24 hr 1 7.0 40.0

25-48 hr 2 13.0 53.0

49-72 hr 2 13.0 67.0

72 h r (5) 33.0 100.0

4 days 1
5 days 1
7 days 1
8 days 1

15 days 1

In s ix of the remaining 15 ca ses, recovery  took p lace  in les s than 
24 hr;  five individuals were aler t and o rien ted  with 8 hr  aft er  adm is
sion. Recovery per iod s of 24-72 hr  were  req uir ed in four case s.
The remaining five cases ranged between four and 15 d ays,  the ma jor 
ity of whom recove red  within approxim ately  one week.

The hospital course in th ree groups cla ssi fie d by sta te of con
sciou sness  on admissio n is given in Table 6. Group I represen ts 
four individuals who p res en ted  in a confus ional sta te on admission 
with a h istory  of smoking one phencyclidine  joint. Groups II and III 
were  stuporous or  comatose on admissio n for a p erio d 4 hr  and 
> 6 hr , respectively .

The recovery per iod  of group I r ep resent s the ea rly  discha rges 
among the 18 cases.  Indiv iduals who were in a s tup or or  coma for 
mo re than 6 hr  aft er  adm ission required a range of seve ra l days for 
recove ry.

Pe rs is tent  irr ita bi lit y,  emot ional  labi lity , hostil ity , and d epres 
sion in two ca ses  led to th ei r tra ns fe r to a psy chiat ric  facil ity. One 
individual had rem aine d confused for a two-day per iod  aft er smok
ing phencyclidine.  A second person  rec overe d from coma at 25 hr 
yet rem aine d dep res sed  and suic idal at eight days.

P O T E N T IA L  LET H A L E F F E C T S

The hospital cours e and sel ec ted  c lin ica l findings in two ca ses  
which by histo ry involved one gram or  more of s tree t purchased 
mater ia l taken by mouth ar e sum marize d in Table 7.
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A p rol onged  pe rio d of hypoven tila tion as so ci at ed  with ir re gu la r 
re sp ir at io ns or apnea re qu ired  ve nt ila to ry  as si st an ce . In ca se  1, 
cl in ical ly  sig nif ica nt hyp ovent ila tion was noted two ho ur s af te r ad mis
sion  and per si st ed  fo r 15 hr . In the sec ond ca se , the  pa tie nt  was 
comato se  fo r eigh t ho ur s p ri o r to ad miss ion,  becam e apn eic  15 h r •
af te r ad mission , and had no spo nta neous re sp ir at io ns  fo r 4 hr.  Ven
ti la to ry  as si st an ce  was re qu ired  fo r a pe rio d pa ra llel  in du rat ion  to 
the co mato se  sta te.

Se izure ac tiv ity  was ob se rv ed  ea rly po st -adm ission  in ca se  No. 2, *
and delay ed in its  ap pe aran ce  in ca se  No. 1, oc cu rr in g on day s two 
and four. In both ca se s,  mus cle tr em ors , muscle  twitch ing , de ce re 
br at e rig id ity , and opistho ton ic po stu rin g prec ed ed  the  dev elopment  of 
ge ne ra liz ed  mo tor se iz ur es .

In ca se  1, EEGs obtain ed 15 h r af te r ad miss ion and p ri o r to the 
on se t of se iz ur e ac tiv ity  re ve al ed  ge ne ra liz ed  slow ing pre dominantly 
in the  theta  ran ge (3 -5  Hz) with  som e delta  ac tiv ity  (1 1/2-3 Hz). A 
sec ond trac in g on day 4, 8 h r af te r the  sec ond ge ne ra liz ed  mo tor  
se iz ure , showed an ex ce ss iv e amo unt  of the ta (4-7  Hz) slow ing, with 
be tt er  organiz ation  and no ge ne ra liz ed  slow ing or focal ab no rm al iti es . 
In tra veno us  diazepam (Valium ) followed by diph eny lhydan toin  (Di lantin)  
co nt ro lle d se iz ur e act ivi ty.

Susta ine d systo lic  and di as to lic  hy perte ns ion  as so ci at ed  with a sinus 
tach yc ardi a was ob served  in both ca se s.  The blood p re ss u re  was 
g re at er  than  140/90 and the pu lse ra te  was gre at er  than 100 for a five- 
day pe rio d in ca se  1. The ma xim um value s (BP 190/120 , P 160) were 
re co rd ed  90 min af te r ad mission , and the  min imu m va lues  (BP 108/58,
P 62) on day 6. The hig hest 12 -hr mea n value (BP  173/98,  P 140) was 
ob se rv ed  on the th ird  day po st -adm ission . Within a pe rio d of 8 hr  on 
day 5, the blood p re ss ure  re tu rn ed  to no rm al  (~ 120/70).

In ca se  2, a blood p re ss u re  g re ate r than  140/80 and a pu lse  ra te  
ov er  80 p er si st ed  for  fou r days . Followin g a gra du al re tu rn  to no rm al 
(12 0/80 ) du rin g day 5, the  blood p re ss ure  aga in in cr ea se d to gre at er  
than  160/100  within 8 hr. The  blood p re ss ure  then  grad ua lly  de crea se d 
to no rm al  lev els  (~ 110/60)  ov er  48 hr.  The max imum blood  pre ss ure  
(BP 170/110) and hig hes t 12 -h r mea n va lues  (BP 154/99, P 107) we re 
see n on day 3. The min imum va lues  (BP  100/48,  P 48) we re reco rded  
on day  9.

In ca se  No. 1, a comato se  st at e,  ir re gu la r re sp ir at io ns  with pe rio ds  
of apn ea requ ir in g ve nt ila to ry  as si st an ce , and sign ifi cant  hyperte ns ion  
and tach yc ardia we re ch ar te d du rin g the fi rs t 24 h r. Resolutio n of the 
confu sional st at e was as so ci at ed  with a rapid re tu rn  of the blood p re s
su re  and pu lse  to no rm al  leve ls  on day 5. Ur ine  phenc ycl idine fell  to ,
lowe r leve ls  on day 4 and 5. However , the  pa tie nt  remaine d ir ri ta ble , 
em oti on ally lab ile , de pr es se d,  and su ic idal , requ ir in g tr ansf er to an 
acute ps yc hi at ric faci lity on day  9.

In the  sec ond ca se , apnea and  se iz ure  ac tiv ity  within the  fi rs t 24 h r
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v/as followed by m arked re sp ira to ry  depre ssion  las ting  three  days . A 
second genera lize d motor sei zu re occurre d on day four. The rec overy  
from coma on day five was associated  with wide fluctuations in blood 
pr es su re  and pulse, and the return of adequate, spontaneous re sp ir a
tions.  The confusiona l sta te resolved,  and the blood p re ss ur e and pulse 
gradually  return ed to norm al ove r the following two days . By the 
eighth day the pat ien t was aler t, orient ed,  and exhibi ted normal  behav
ior, and was subseque ntly  discharg ed.

COM BIN ED IN TO X IC A TIO N S

The presen ting pic tur e, cou rse , clin ica l findings  on admission, 
and toxicologic re su lts  in thre e cases of combined intox icat ions in
volving phencyclidine and ba rbitu rat es  or  ethyl alcohol  are prese nte d 
in Table 8.

In the two c ases  involving combinations of phencyclidine  and seco
barbit al,  the cours e was marked by an ea rly  but sho rt (= 30 to 60 min) 
period of le tha rgy  and slu rre d speech, not seen with u nadulte rated 
phencyclidine .

Although hypotension was not evident, blood pr es su re s record ed 
within the fi rs t 3 hr  in the cases involving phencyclid ine and ethyl 
alcohol  were in the lower range of values com mensu rate  with the 
phencyclidine confusiona l state.

Pupil s were  sm all  to norm al and rea ctive  to light with normal 
deep tendon ref lex es  (DTRs). Significant re sp irator y dep ression 
was not observed.

TO X IC O LO G IC A L FI NDIN GS

The dis trib utio n of phencyclidine levels  found in 19 random urine 
sam ples col lec ted  within the fir st  24 hr in the  18 cases  of acute phen
cyclidine intox icat ion is shown in Table  9. Seventeen of 19 sam ples 
were  col lect ed within 12 hr  of admis sion.

The mean level  of phencyclidine  in urine in 14 cases of ac ute phen
cyclidine intox icat ion grouped by s tat e of cons ciousn ess  on admission 
are given in Table 10.

DI AG NO SIS

The confus ional sta te induced by phencycl idine  is ch arac ter ize d by 
disorientatio n, agitation or  excitem ent,  and a "blank st ar e"  app ear anc e



TA
B

LE
 8

.  
C

lin
ic

al
 H

is
to

rie
s 

of
 T

hr
ee

 C
as

es
 o

f A
cu

te
 C

om
bi

ne
d 

Ph
en

cy
cl

id
in

e 
In

to
xi

ca
tio

ns

C
as

e 
1

C
as

e 
2

C
as

e 
3

A
ge

24
19

29

Se
x

Fe
m

al
e

M
al

e
Fe

m
al

e

R
ou

te
Sm

ok
in

g/
by

 m
ou

th
B

y 
m

ou
th

/b
y 

m
ou

th
B

y 
m

ou
th

/b
y 

m
ou

th

A
ge

nt
PC

P/
se

co
na

l
PC

P/
se

co
na

l
PC

P/
et

ha
no

l

Pr
es

en
ta

tio
n

B
iz

ar
re

 b
eh

av
io

r
U

nr
es

po
ns

iv
e

B
iz

ar
re

 b
eh

av
io

r

C
ou

rs
e

In
iti

al
 p

er
io

d 
of

 le
th

ar
gy

 
w

ith
 s

lu
rr

ed
 s

pe
ec

h;
 t

he
n 

co
nf

us
io

na
l 

st
at

e 
fo

llo
w

ed
 

by
 d

ep
re

ss
io

n;
 s

ui
ci

da
l 

an
d 

tra
ns

fe
rr

ed
 t

o 
ps

y
ch

ia
tr

ic
 f

ac
ili

ty
 1

2 
hr

 
af

te
r 

ad
m

is
si

on

St
up

or
 f

ol
lo

w
ed

 b
y 

pe
rio

d 
of

 le
th

ar
gy

 w
ith

 s
lu

rr
ed

 
sp

ee
ch

; 
th

en
 c

on
fu

si
on

al
 

st
at

e;
 t

ra
n

sf
er

re
d 

to
 

ps
yc

hi
at

ric
 f

ac
ili

ty
 1

5 
hr

 
af

te
r 

ad
m

is
si

on

C
on

fu
si

on
al

 s
ta

te
; 

al
er

t 
an

d 
or

ie
nt

ed
 a

t 
10

 h
r 

po
st

-a
dm

is
si

on

A
dm

is
si

on
V

ita
l 

si
gn

s
B

P
13

2/
90

15
4/

10
0

11
4/

96
P

12
0

96
10

4
R

16
24

22
T

98
.4

°F
10

1.
2’

F
99

.2
’F

Pu
pi

ls
Si

ze
3-

4 
m

m
, 

eq
ua

l
eq

ua
l

4 
m

m
, 

eq
ua

l
R

ea
ct

io
n

re
ac

ti
ve

re
ac

ti
ve

re
ac

ti
ve



D
TR

s
N

or
m

al
 (

2+
)

N
or

m
al

 (
2+

)
N

or
m

al
 (

1+
)

R
es

pi
ra

ti
on

s
D

ep
th

R
at

e
To

xi
co

lo
gy

U
rin

e
B

lo
od

A
de

qu
at

e
16

-3
0

0.
4 

pg
/m

l 
PC

P 
(9

0 
m

in
)

0.
4 

m
g%

 s
ec

ob
ar

b 
(9

0 
m

in
)

A
de

qu
at

e
20

-2
6

A
de

qu
at

e
20

-2
2

36
 p

g/
m

l 
PC

P
 (

10
 h

r)
0.

2 
m

g%
 s

ec
ob

ar
b 

(1
 h

r)
2.

7 
pg

/m
l 

PC
P 

(3
0 

m
in

) 
0.

11
 m

g%
 e

th
an

ol
 (

30
 m

in
)



TABLE 9. Phencyclidine Urine  Levels in Acute Intoxications

Range, pg PC P/m l urine Frequency Perce nt
0.35- 1.0 4 21.0
1.1 - 3.4 4 21.0
3.5 - 10.0 3 16.0

11.0 - 34.0 3 16.0
3 5.0 -100.0 4 21.5

110.0 -340.0 1 5.0

TABLE 10. Toxicology Among 14 Cas es of Acute Phencyclid ine 
Intox icatio ns by State of C onsciousness

Pre sen tat ion
Urine levels  of PCP  (<2 4 hr), 
gg/ml urine

Group I
Confusional sta te on adm ission and 
his tory of smoking 1 st re et  "joint"
(N = 4) 0.88

Group II
Initia l sta te of stupor or  coma 
(< 4 hr)  (N = 6) 19.07

Group III
Initia l sta te  of s tupo r or  coma

6 hr)  (N = 4) 85.88

in a pati ent  who is noncommunicative. These pat ien ts are gro ssly 
ataxic and exhibit  horizontal  and ve rti ca l nystagmus on te sting.
Muscle rig idi ty may be pre sen t.

In phencyclidine stup or or  com a, the eyes may rem ain  open, al
though the  patient is unrespons ive  to deep pain. Hypertension and 
tachyc ard ia ar e pre sen t, and in all but the more massive oral  "ov er
dos e,"  res pi ra tio ns  are normal . The pupils  ar e init ially miot ic but 
rea ctive  to light. Spontaneous nys tagmus, "purp osele ss"  movements, 
facial grim acing,  and m uscle rig idi ty on stim ulat ion ar e ch arac teris tic
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findings. Repeated episodes of vomiting, inc rea sed  bron chia l and 
oral secre tio ns , and p rofuse  diaphore sis  ar e frequent ly observed.

In the mas sive  ’’ov erdo se ,” delayed  and prolonged hypoven tilation  
and apnea may occur . Re spira tory depre ssion may req uir e ven tila 
tory assis tan ce  for an extended period. These cases ar e also marked 
by susta ined hypertens ion and tachyc ard ia, and by g ene rali zed  motor 

se izur es  preceded  by m uscle tre mors, muscle  twitching, opisthotonic 

pos tur ing , and d ecereb rate rigidity.
The most ch arac te ris tic  fea ture  of the high dose oral  ingest ion is 

the prolonged recove ry per iod  marked by confusion; disorientatio n, 
agitation, anar thria , and interm itte nt somnolence; followed by de
pressio n, ir rit ab ili ty , and emotional labi lity.

Laboratory tests freq uently reveal an inc rea sed  WBC (up to 
20,000), an elevated CPK (up to 20,000+), and the pre sen ce of keto nes 

in the urine .
The EEG may show d iffuse slowing with theta  and delta wave 

act ivity. These effects can be d iffe ren tiated from those  due to the 

ba rbitu rat es .
The absence of m ydria sis  and the pre sen ce of a taxia and nystagmus 

lead  one away f rom the CNS stim ulan ts and LSD when con side ring  the 

acu tely  excited and confused patient.
In the pre sen ce or  absence of r es pi ra to ry  d epres sion, systoli c 

and diastol ic hyp ertensio n, and inc rea sed  DTRs dif ferent iate coma 
and stupor  induced by phencyclid ine from the seda tive-hyp notic "over

do se .”
In combined intoxica tions involving sm al le r doses of phencyclidine 

and ba rbitu rat es , lethargy with slu rred  speech may mark the early  
rec overy  period . Normal or  lower  blood p re ss ur es  may be observed 

with combined  intoxica tions involving ethyl alcohol.
The clin ica l diagnos is of acute phencyclidine intoxication  can be 

establ ished by toxicologic ana lysi s of a urine spec imen obtained  
short ly af ter adm ission , ideal ly within the fir st  12 hr.

H IS T O R Y — M ANAGEM EN T

It i s important to know the approxim ate amount of phencyclidine 
taken , the route  of administration, and the time  of ingestion. Drugs 
used  in combination with phencyclidine  may produce added toxicity .

The acute  confusiona l sta te appears  to follow typica l st re et  doses 
and the stuporou s or  comatose sta te appears  to be associated  with 

the higher doses .
Taking phencyclidine by mouth or  snorting it may produce a con

fusional stat e. More frequently, however, the confused patie nt has 
smoked  a "jo int” s prinkled  with c rysta lline  phencyclidine.  Higher 
doses of phencycl idine  taken accidental ly or  in a suicide attempt
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resu lt in stu por  or  coma. The drug in the se ca ses is taken more  
frequent ly by mouth than by "sn ort ing " it. Re spi rat ory  dep ression 
is pre dic ted  in high dose into xica tion s involving phencyclidine  
and the ba rbi tur ate s or  ethyl alcohol.

EA R LY  M AN AG EM EN T

The acu tely  confused pati ent is best  managed by s ensor y isolat ion 
with o bservat ion at a dist ance . Minimizing ver bal  and tac tile stim ula
tion does not prec lude  the monito ring  of v ital  signs . Ideal ly, the 
patient would be placed on a cush ioned  floor  in a "quiet room " with a 
mon itor  pre sen t. In m ost se tting s, prot ection of the pati ent  and staff 
ne ce ss ita tes the use of re st ra in ts .

The ea rly  management of the stup orou s or  com atos e pat ient in
volves  ga str ic asp ira tio n-l avage and nasophary ngeal suctio ning. In 
view of the rec overy  of lar ge  amounts  of p hencyclidine  from the 
stom ach contents  in fatal "o verdo ses ," ga str ic lavage  is indicated  in 
or al  inge stions.

Intubation is often difficult bec aus e of inc rea sed  muscle  tone. 
Lar yge al ref lex es ar e maintain ed and acti ve, and atte mpt ed endo
tra ch ea l intubation  may pr ec ip ita te lary ngospas m. More resp ons ive  
pai ten ts fight intubation by biting the tube off o r spitt ing it out. How
ever,  re sp ira to ry  dep ression may be delaye d and ne cessita te a pro 
longed per iod  of v enti lato ry as sis tanc e.  It has been ne ce ssary in some 
cas es to uti lize  succi nylch oline  chl oride (An ecti ne) for  suc ces sfu l endo
tra ch ea l intubation. Posi tioning and interm itte nt suctio ning will pr e
clude re sp irat or y di st re ss  sec ondar y to sec ret ion s in the po ste rio r 
phamyx.

Reported  clin ica l pro blem s asso cia ted  with acute phencyclidi ne 
intox icat ions include re sp ira to ry  depre ssi on , sta tus  epi lep ticu s, in tra 
ce rebr al  hem orrhag e, myog lobulinur ia with ren al fai lur e, hyper
tens ive encephalopath y, and in one ca se , se izur es , hyp erpyrexia , and 
car dia c ar re st . Impo rtant  funct ions to mon itor ar e res pi ra tio ns , 
blood p re ss ur e,  musc le tone and act ivi ty,  ren al function, tem pe rat ure , 
and car dia c.

Urine and blood sam ples should be coll ecte d and scr een ed for 
phencyclidine , sedativ e-hypn otic s, ethyl alcoho l, opiates , and 
ampheta min es.

TH E R E C O V E R Y  PH ASE

Most acu tely  confused pati ents ar e comm unica tive within 1-2 hr 
and al er t and orie nted  within 6- 8 hr of a dmi ssion to the eme rgen cy 
room af te r inge sting the usual  st re et  dose. Once pat ients ar e al er t
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and orie ntat ed,  thei r sta te of co nsc iousness should  be monitored for  

a minimum of two hours. Patien ts who rem ain  orie nted and al er t may 

be discharged.
Suicide has been reported during the ’’come down," the per iod  6 to 

24 hr  a fte r taking  phencyclidine.  Pa tients  should be informed about 

dep ression, ir rit ab ili ty , feelings of i sola tion , and nerv ous nes s which 

often accompanying this period, which may la st  up to 48 hr.

If a patien t rem ain s stuporous or  c omatose, responding  only to 

deep pain for gr ea te r than 2 hr,  a minim al observa tion  period of 24 hr  

is indicated. The recovery  phase may vary from 14 hr  to severa l 

days depending on the route and the dose ingested. The pat ient 

may become al er t and orien ted at one point only to be found dif

ficult  to aro use se ve ra l minutes lat er.
Hostil ity, paran oia , emotional lab ility, and dep ression pe rs is t 

in many pat ien ts requir ing  extended psy ch iat ric  care.  Sev era l 

cases of phencyclidine psychoses requir ing  two to four weeks or  more 

for  reco very have been reported [26 -28 ].

TR EA TM EN T

No agent is known to be speci fic in antagonizing the toxic effe cts  of 

phencyclidine . However,  some experience  has been gained in the 

symptomat ic tre atm en t of r eit erat ive se izur es , hypertensive cri si s,  

violen t and se lf-de str uc tiv e behavior,  and pe rs is tent  psyc hoses as so 

ciated with phencyc lidine  intoxication.
Intravenous diazepam (Valium) in doses of 10-15 mg followed by 

intraveno us diphenylhydantoin (Dilantin) has been effec tive in the 

cont rol of s eiz ures .
In some ca ses it has been n ec essa ry  to give an acute ly confused 

patie nt 10-20 mg of Valium o ral ly to preven t injury to both patient 

and staff. During  the confusional phase of the prolonged recovery  

period, some pat ien ts have received rep eated doses of 10-15 mg of 

Valium to con trol  motor re st le ssne ss  and agita tion.  These th er a

peutic  doses of sedat ive-hypnoti c agents do not app ear  to produce 

sign ificant re sp ira to ry  dep ress ion in phencyclidine intox icatio ns.

Diazoxide (Hy pers tat)  has been used to reduce blood p re ss ur e 

during a hyperte nsive cr is is  associated  with acute phencyclidine in

toxica tion. Hyd ralazine  hydroch loride (Ap reso line ) has been sug

gested as  a possible  substitu te agent [29].
Phenoth iazin es ar e contrain dicated  in the acute phencyclidine  

intoxication  where a confusional sta te is associa ted  with hype rten sion , 

tachycardi a, ataxia , and nystagmus.  The re is no evidence that 

phenothiazines  sho rten  the recovery  phase, or  antagonize the be

haviora l effe cts of phencyclidine [12 ]. In some cases they have 

produced prolonged hypotension.
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Ch lorpromaz ine (T ho razine ) has  been used,  however , in ca se s 
where  a ps yc ho sis  pe rs is te d follo wing res olut ion of the in iti al  con- 
fus ional st at e.  Th ora zin e was used  to "a m el io ra te " the  ps yc ho sis  
and to prov ide sedatio n [27] .

CONC LU SIO N

Se ve ra l pa tte rn s of reco ve ry  from acute  phe ncycl idine intoxic a
tion  ex ist . A c onfusio nal  st at e la st ing le ss  than 8 h r ap pe ar s to 
follow a typic al st re e t dose,  the  sm oking of one "joint ."

Ind ividua ls who e ithe r sm oke g re ate r am ounts  o r take a hig her 
dos e or al ly  or by "sno rt ing"  may  pr es en t in stup or  or com a. This 
in iti al  st at e la st s le ss  than 3 h r in mo st ca se s,  and a con fus ional 
dose re la te d stat e follows fo r 24 to 72 hr.

Ma ssive or al  "o ve rd os es ,"  involv ing  up to 1 gm of s tr ee t pu r
chased  m at er ia l, have re su lte d in pe rio ds  of stup or  or  com a of 
se ve ra l ho ur s to five day s in du ra tio n,  marke d by po ten tia lly  leth al 
re sp ir at ory  de pr es sion , re it e ra ti ve  se iz ur e ac tiv ity , and hy pe r
tensio n. Th is in iti al  st at e is followed by pro lon ged  reco ve ry  with 
a con fus ion al st at e las tin g up to 15 days.

In some  ca se s,  the ph encyclidin e con fus ional st at e is  followed 
by a  ps yc ho sis tha t may p ers is t fo r se ve ra l weeks. Th is may  oc cu r 
in ind ividuals  who p re se nt  in iti al ly  with acute  conf usion or a pr o
longed pe rio d of coma.

It is  cu rr en tly unknown wh ethe r the  pro lon ged  re co ve ry  pe rio d 
with flu ctu ating  sig ns  and symptom s re pr es en t en terohe pa tic  re 
ci rc ul at ion [3 0] , stor ag e and re le as e of phe ncycl idine from adi pose 
ti ss ue , the  pharm acolo gic  ac tiv ity  of a  long -ac tin g metab ol ite  [ 16], 
or ce nt ra l nervous syste m "s eq ue st ra tion " [ 16]. The pe rs is te nt  
psyc ho se s see n in a sm al l nu mbe r of ca se s may  re pr es en t a dru g 
eff ec t [ 26] o r an ind ividual  se ns it iv ity  to phencyclidin e, which  is 
re la ted in som e ma nn er to schizo ph renia [27] .

In a re as where  phenc ycl idine ha s been  con tinuou sly  av ai lable,  it 
has gained  a "p re fe rr ed " dru g st at us with sm al l "c lu st er " gro ups  
of ind ividuals  who use it on a ch ro ni c,  dai ly ba sis.  In a study 
carr ie d  out by the au th or s,  ch ronic use rs  de sc ribe d psych olo gic al 
dep end enc e and repo rte d to le ra nc e to the psych ic effec ts of phe n
cyclidin e requ iri ng  use  of in cr ea si ng  do ses [31].

In a ho sp ita l-b as ed  study,  on e- th ird of al l ph en cy cl id ine- re la ted 
em erge nc y room vi si ts  re pre se nt ed  the  chronic  use r of ph ency cli 
dine  [24] . Chron ic use rs  fre qu en tly  pr es en t with a ps yc hi at ric 
prob lem  suc h as  paran oid  ps yc ho si s,  se ve re  de pr es sion , conc ern  
about "b ra in  dama ge ," or  anx iety.
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The massiv e or al  "o ve rd os e"  oc cu rs  mo st often in the chronic  

use rs . De pre ssi on  and su ic idal  ideatio n follow  long pe rio ds  of da ily  

re gula r use . The ch ronic use r is usua lly  in po ss es sion  of la rg e 

am ounts  (one gra m or more)  of phe ncycl idine . The pe rs is te nt  ps y-

* ch os is  seen  in some  ca se s of acu te int oxica tion may ac tual ly  re p re 

se nt  a dru g effect  of the  chronic  intox ica ted  stat e.
Res pi ra to ry  de pr es sion , status  ep ile pt icus , in tr ac er eb ra l he m or 

rhag e,  hy pe rte ns ive enc eph alopathy, my oglob ulinuria  with rena l

* fa ilur e,  and hy pe rpyrex ia  have now been re po rted  to be as so ci at ed

with acute  phe ncycl idine intoxi cat ion  [32] . In some  ca se s the se  

cl in ical  prob lems and medica l co mpl ica tio ns  we re del aye d in th ei r 

ap pe aran ce , and indica te  the need  fo r clos e mon ito rin g and pro mp t 

tre at men t.
The pr es en t au th or s have  repo rte d 29 p hencycl idine re la ted 

de aths , one invo lving a chi ld [33 ]. In 11 adu lt ca se s,  the leve ls  of 

phenc ycl idine in the  blood  and ur ine and  the ci rc um stan ce s sugg es t 

that dea th re su lte d fro m the  beha vio ral toxicit y of phe ncy clid ine .

Six pe rson s we re found dead with no ap pa rent  ca us e,  and on tox ico 

logic an alys is  of body flu ids  and ti ss ues , the  isol ated  pr es en ce  of 

phenc ycl idine in high co nc en tra tio ns  was confi rm ed . Th ese  death s 

ap pe ar  to re pre se nt tr ue pharm acolo gic  ov erdo ses.
Cl ini ca l find ings in ca se s of acute  phencyclidin e intoxicat ion  

point to re sp ir at ory  de pr es sion  as  the  mo st prob ab le prim ar y ca us e 

of death.
One of 12 de aths  following  com bine d intox ica tion involved 

phenc ycl idine and  pe nt ab arbi ta l (blood leve l 2.2 mg%). R es pi ra to ry  

de pr es sion  and ca rd io va sc ul ar  fa ilu re  a re  the  prob ab le cause of 

death , bas ed on the re su lt s of a nim al stu dies .
The ph armac ok inet ics and ph arma cody namics  of phe ncy clid ine  

taken ill ic itl y by inha lat ion , ins uff lat ion , and or al ly  in widely va ry ing  

do se s and sch ed ule s is  unknown. Th is pr ec lu de s a consen sus on the  

ra tio na l trea tm en t of the  acu te and ch ronic int ox ica ted  st at es  induced 

by phe ncy clid ine.
Other arylcy cloh ex ylam ines  have ap pe ared  in st re e t samples .

The  ana log  of phencyclidin e, TCP  (1 - (1 - (2- thi enyl)cy clo hexy l)-  

pipe rid ine) , was fi rs t seen  in 1972 and  cl in ical ly  ap pe ar s to pro du ce  

ef fects si m il ar  to phenc ycl idine , but of a sh ort er durat ion  [ 19, 22].  

The an ae sth et ic  ke tam ine has  rece nt ly  been found in ca ps ules  sold 

on the st re e t [19] .
The arylcy cloh ex ylam ines  ap pe ar  to have ab use liabi lity. The 

ca se  of sy nthe sis and  the  potency as  a m in d- al te ring  dru g have  lea d 

to widesprea d av ai labi lit y and use .
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L Introduction

Phencyclid ine is a member o f the arylcyc loh exyla mine  group  (see 
Figure 1). Although phencyc lid ine  has a po tent analgesic ac tiv ity , its 
use as an intravenous anaesthet ic was discon tinued because o f emer
gence reac tions—agitat ion , excitem ent, dis orien tat ion  and “ hallucina
to ry ”  phenomena.

Phencyclid ine acts p rim ar ily  on the central nervous system either by 
st im ula tio n or depression. Its  pharmacologica l ac tiv ity  in animals varies 
w ith  the species and the dose. The effects in humans, likewise , are 
hig hly  dose dependent and make it  d if ficu lt  to  classify this agent.

In  1967 phencyclid ine  became available fo r lim ite d use as an anaes
thet ic agent in  primates. The  same year, it made its fir st  “ stree t”  
appearance in San Francisco as the “ Peace Pi ll.”  Phencyclid ine was later 
to be foun d in comb ina tion w ith  oth er  drugs and under a m ult itu de  of  
street names. The most  persistent misrepresentation has been as THC
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Figure 1. Phencyclidine

(tetrahydroc annabin ol).  Currently phencyclidine is sold on the West 

Coast as “ crystal,”  “ angel dust ,” “PCP,”  or “THC.” On the East Coast 

it is known as “PCP” or “Sheets.”

II. Presenting Picture

The majority of individuals acute ly intoxica ted with phencyclidine 

are found unresponsive or present with bizarre or violent behavior. 

Frequently  young  people are brought in by the police when found 

driving erratically o r acting inappropria tely afte r an auto accident.
It is important to  know the approxim ate amo unt  of phencyclidine 

taken, the route of admin istrat ion, and the time  of ingestion. Drugs 

used in combina tion  with phencycl idine may produce added toxicity .

III. Clinical Findings

The characteris tic clinical findings in the acu te confusional state 

which follows typica l stree t doses and the stuporou s or comatose state 

associated with higher doses are presented in Table 1.
Taking phencyclidine by mou th or snort ing it may produce a 

confusional state . Freq uent ly, however, these patients  have smoked a 

“join t” of parsley, mint leaves or marihuana sprinkled with the white, 

crystalline phencyclidine.
The confus ional stat e induced by phencyclid ine is cha racterized by 

agitation or exc item ent and a “blank stare” appearance in a pati ent  
who is noncommunicative . These patien ts are grossly ataxic and exhibit 

horizo ntal and vertical nystagmus on testing. Muscle rigidity may be 

present.
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Higher doses of phencyclidine  taken  either accidentally or as a 

suicide atte mp t result in stupor or coma.  The drug is taken  more 

frequently by mouth than  by “snorting” it.
The eyes remain open,  although the patient is responsive only to 

deep pain. Hypertension is associated with normal  respirations. The 

pupils are miotic  and reactive to light. Spontaneous nystagmus, repe ti

tive motor movements, facial grimacing, and muscle r igidity on stimula

tion are characteris tic findings. Repeated  episodes of vomiting, in

creased salivation and diaphoresis are frequent ly seen.
The most characteris tic feature of the high oral ingestion dose is the 

prolonged recovery period. This period is marked by alternating sleep 

and wakefulness, confusion , disor ienta tion,  misperceptions and “hal

lucinato ry” phenomena. Patients have remained  comatose for periods 

up to 72 hr and have required as long as 15 days for recovery to 

normal.
On laboratory testing, one frequently  finds an increased WBC (up to 

20,000), an elevated CPK (up to 20,000+), and the presence of Ketones 

in the urine.
The EEC may show diffuse slowing with theta and delta wave 

activity. These effects can be diffe rentiated from those due t o barbi tu

rates.

IV. Diagnosis

The absence of mydriasis  and the presence of atax ia and nystagmus 

lead one away from the CNS stimulan ts and LSD when considering the 

acutely excited and confused patient.
Hyper tension , increased  DTR’s and the  absence of respiratory de

pression diffe rent iate  stup or and coma induced by phencycl idine from 

the sedative-hypnotic overdose.
CNS infec tion must  be ruled out in an acute ly confused patient who 

is found to  have an increased tempera ture  and WBC, and may present 

with seizure activity. In the absence of a histo ry of drug use, a 

fluctua ting state of consciousness associated with  evidence of minor 

trauma is f requently  interpreted as the result of significant head in jury.

V. Early Management

The acutely confused patien t is best managed by sensory isolation 

with observa tion a t a distance. Minimizing verbal and tactile  stimulation 

does no t preclude th e monitoring  of v ital signs.



Idea lly, the patient wo uld  be placed on a cushioned flo or  in a quie t 
room wi th a mon ito r present. In most settings, prote ction  of  the 
pat ient and staf f necessitates the use o f restraints.

The early management o f the s tuporous or  comatose patient involves 
gastric aspiration-lavage and nasopharyngeal suctioning.  In view of  the 
recovery o f large amounts of  phcncycliding from the stomach contents 
in fata l overdoses, gastric lavage is indicated in oral ingestions. Pharyn
geal and laryngeal reflexes are in tac t and most patient  handle secretions 
wel l. Posi tioning and in te rm itten t suc tion ing w ill  preclude resp iratory 
distress secondary to  secretions in the pos terior pharynx.

Because laryngeal reflexes are maintained and active, attempted 
endotracheal in tuba tio n may p recipita te laryngospasm. More responsive 
patients fight in tuba tio n or spit out the tube.

Reported clin ica l prob lems associated w ith  acute phencyclidine in
tox ica tions inclu de status epilcpticus, intracerebral hemorrhage, my o
glob inur ia with  renal fai lure, hypertensive  encepha lopathy, and cardiac 
arrhythm ias.

Impo rta nt  functions to  mon ito r are resp iratory status, blood pres
sure, cardiac rate and rh ythm , muscle tone and movement, and renal 
fun ction . The reported medical com plications and functio ns to be 
monito red  are lis ted in  Table 2.

TA BLE  2

Mo nitor Clinical problem s

A. Respiratory status — Resp iratory depression w ith  combined 
intox ica tion s: PCP + opiates, 
sedative-hypnotics, ETOH

-  Respiratory distress secondary to 
secretions in pos terior pharynx

-  Vo mitin g with  asp iration

B. Blood pressure

-  Laryngospasm induced by  attempted 
intubat ion

-  Hypertensive crisis associated w ith  
intracerebral hemorrhage or 
hypertensive encephalopathy

C. Heart rate/rhythm
D. Muscle tone & movement

-  Hypoten sion  in cases o f combined 
intox ica tions: PCP + ETOH, or 
sedative-hypnotics

-  Cardiac arrhym thia and cardiac arrest
-  Rigid ity  and ton ic/clo nic movements 

proceed seizure a ct ivi ty

E. Renal Function
-  Status ep ilept icus
-  Muscle damage associated w ith

myoglobinur ia and acute renal failure
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Urine and blood samples should be collected and screened fo r 

phencyc lidine, sedat ive-hypnotics, alco hol , opiates, and amphetamines.

VI. The Recovery Phase

Most acutely confused patients are com mun icat ive with in  1-2  hr  

and alert and oriented w ith in  3—4 hr o f admission to  the emergency 

room. Phencyclid ine users report staying high fo r a 4 -6  hr period after 

ingesting the usual street dose. Once the pat ient is ale rt and orientated, 

one should mon ito r the state of consciousness f or  a min imu m of  2 h r. 

If  the patient remains oriented and ale rt, he may be discharged.

Suicide has been reported  during the “ come down ,”  the period 6~24 

hr after tak ing phencyclid ine. Patients should  be warned abou t depres

sion, irr itab ili ty , and nervousness which  mark this period. It  may 

require up to 48 hr  for  recovery to  normal.
I f  a pat ient remains stuporous or comatose, responding only  to deep 

pain fo r greater than  2 hr, a min ima l observation period o f 24 hr  is 

indicated. The recovery phase may vary from 12 hr  to  several days 

depending on the rou te (p.o . vs snor t vs smoked) and the dose ingested. 

The pat ient may become alert and oriented at one po in t on ly to  be 

fou nd  unarousable several minutes later.

V II . Trea tmen t

There is no known agent which is specif ic in antagonizing the toxic 

effects of phe ncyclid ine. However, some experience has been gained in 

the sym ptomatic trea tme nt of reite rative seizures, hypertensive  crisis, 

and vio lent and self-destructive  behavior associated w ith  phencycl idine  

intoxicat ions.
Intravenous diazepam (Valium ®)  in increments o f 2-3  mg has been 

effec tive in the co nt ro l of  seizure ac tiv ity . In some cases it  has been 

necessary to give an acu tely  confused patient 10 -20 mg of  diazepam 

(Valium ®)  oral ly to  prevent in ju ry  to  patien t and sta ff.
It  is unkn own whether therapeutic doses of sedative-hypnotic agents 

produce sign ificant  respira tory  depression in phencyclid ine intox ica 

tions. These agents may also prolong  the recovery phase due to drug 

inte ract ion.
Diazoxide (Hypersta t®) has been used to  low er  blood pressure 

dur ing a hypertens ive crisis associated w ith  acute phencyclid ine in to x i

cat ion. Hydralozene hydro ch lor ide  (Ap resoline®) has been suggested as 

a possible subst itute agent.
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Phcnothiazincs are contraind icated in phencyclidine  intox icat ions . 
There is no evidence that phcno thiaz incs shorten the recovery phase, 
and they may produce severe, pro longed  hypotension .

VIII. Conclusion

Several phencyclidine  related deaths have now been reported.  The 
majori ty of these  deaths appear to  have resulted from the behavioral 
toxicity of the drug. They involve dea th by drowning,  fire, falls from 
heights, and auto accidents. In a few cases persons have been found 
dead with no apparent cause of dea th. Toxicological analysis has been 
positive for phencycl idine only. It is unknown whether these deaths  
represent “pharmacological overdose.”

In areas where phencycl idine has been continually available, it has 
gained “ preferred” drug status  with small “cluste r” groups which use it 
on a chron ic, daily basis. In a hospita l s tudy  carried  out by the autho rs, 
one-third  of all phencyclidine related emergency room visits repre
sented the chron ic users of phencyclid ine. The chronic users fr equently 
presents with  a psychiatric problem: a paranoid psychosis, depression , 
concern about “brain damage,”  or  anx iety .

Two oth er arylcyclohexylamines  have appeared  in street  samples. 
The analog of phencycl idine TCP (7-7-2-thienyl  cyclohexyl)  piperdine 
was first seen in 1972 and clinically appears to produce eflec ts s imilar 
to phencyclid ine, but of a shor ter duration. The anaesthetic Ketamine 
has recen tly been found in capsules sold on the stree t.

The arylcyclohexylamines appear to have abuse liability.  The ease of 
synthesis and the  potency as a mind-al tering drug have lead to wide
spread availability and use.
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Stre et  Drug News
PharmC hem  R e s e a rc h  F o u n d a t io n  18 44  Bay Ro ad P a lo  A l to ,  C a l i f o r n i a  94 30 3 (4 1 5 ) 322-9 941

May 3 - 9 ,  19 78

A ll e g e d  C o n te n t A c tu a l  C o n te n t

DISSOCIATIVE-ANAESTHETICS

D e s c r i p t i o n O r ig i n . P r i c e

P h e n c y c l id in e

PSYCHEDELICS

PCC (D  +  p h e n c y c l id in e w h i te  m o is t  c r y s t a l s S .F .

LSD LSD +  Is o -L S D w h i te  p a p e r  s q u a r e /b lu e  
f i g u r e

Fre m ont $ 1 .5 0  e a

LSD LSD +  is o -L S D w h ite  p a p e r /g r e e n  c i r c l e  
18x6mm

S .F . $4 ea

LSD LSD + is o -L S D I t .  p in k  p a p e r  s q u a r e S .F . $3 ea

5x5mm

SEDATIVE-HYPNOTICS

M eth aq u a lo n e
M eth aq u a lo n e

m e th a q u a lo n e
m e th a q u a lo n e

w h i te  pow der  +  ch u n k s 
w h i te  pow der  +  ch u n k s

S .F .
B e rk e le y

$3 2 0 /1 0 0

STIMULANTS
*

C o ca in e c o c a i n e ,  c a f f e i n e ,  u n id e n t i f i fe B  
s u b s t a n c e s

w h i te  pow der D u b li n $ 1 0 0 /g

C o ca in e c o c a i n e ,  p r o c a in e Q '^ )  m a n n i to l w h i te  pow der S .F . $ 2 2 0 0 /o z

C o ca in e c o c a in e  +  l i d o c a i n e w h ite  pow der Na pa $1 0 0 /g

C o c a in e c o c a in e  +  l a c t o s e w h i te  pow der D a n v il le $ 9 0 /g

C o ca in e c o c a in e w h i te  pow der M ar in  Co . $ 2 2 0 0 /o z

C o ca in e c o c a in e w h i te  c r y s t a l l i n e  po wde r S .F . $ 2 2 0 0 /o z

Coc a in e c o c a in e w h i te  pow der O ak la nd $ 2 2 0 0 /o z

C ocaIn e c o c a in e w h i te  pow der S .F . $ 2 2 0 0 /o z

M et ham phet am in e m eth am p h e ta m in e  +  u n i d e n t i f i e d  
s u b ta n c e

I t . br ow n pow der Sa n J o s e

"S p e ed ” c a f f e i n e w h i te  p o w d e r/ b ro k e n  
b l a c k  c a p s u le

O ak la nd $2 ea

MARIJUANA TESTED FOR PARAQUAT— w eek  o f  May 3 -9

(N a ti o n w id e  t a l l y t o  d a t e :  7010 t e s t e d ;  25 38  p o s i t i v e :  36 1 o f  t o t a l . )

T o t a l :  31 3
P o s i t i v e  f o r  P a r a q u a t :  12 6 (40% o f  t o t a l )  
N e g a t iv e  f o r  P a r a q u a t :  187

BAY AREA (GENERAL) T o t a l :  1 P o s i t i v e :  0 N e g a t iv e :  1

MID-PENINSULA T o t a l :  20 P o s i t i v e :  5 N e g a t iv e :  15

SOUTH BAY AREA T o t a l :  45 P o s i t i v e :  17 N e g a t iv e :  28

SAN FRANCISCO AREA T o t a l :  107 P o s i t i v e :  51 N e g a t iv e :  56

EAST BAY AREA T o t a l :  89 P o s i t i v e :  35 N e g a t iv e :  54

MARIN AND NORTH CO. T o t a l :  50 P o s i t i v e :  18 N e g a t iv e :  32

(1 ) PCC i s  a c o n ta m in a n t  r e s u l t i n g  fr om  an  In c o m p le te  s y n t h e s i s  o f  p h e n c y c l id in e  (P C P ). Re 

p o r t s  i n d i c a t e  t h a t  i t  i s  b o th  p s y c h o a c t iv e  ( w i th  e f f e c t s  s i m i l a r  t o  PCP i t s e l f )  an d t o x i c .

(2 ) P r o c a in e  i s  a  s y n t h e t i c  l o c a l  a n a e s t h e t i c  a l s o  kno wn a s  N o v o c a in e ® .
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S t r e e t  PCP U se : C l i n i c a l  S t u d i e s  o f  t h e  
A c u te  a n d  C h r o n ic  I n t o x i c a t e d  S t a t e  

b y
R.  S t a n l e y  B u r n s ,  M.D.
S te v e n  E . L e r n e r ,  M .S .

P r e s e n t e d  a t  t h e  C a l i f o r n i a  A s s o c i a t i o n  o f  T o x i c o l o g i s t s ,  
Q u a r t e r l y  M e e t in g ,  S a n  J o s e ,  C a l i f o r n i a ,  A u g u s t 2 ,  1975

CHRONIC USERS (O UT -P AT IE NT ) STUDY

AGENT:

NAME -  C r y s t a l ,  C r y s t a l  J o i n t ,  C J ’ s ,  K J ’ s 
"P C P"

FORM -  T r a n s l u c e n t  " r o c k "  c r y s t a l
-  C o a r s e ,  w h i t e  g r a n u l e s
-  J o i n t s  ( p a r s l e y )
-  W h it e  p o w d e r

UN IT
AMOUNTS -  1 g ra m  m a t e r i a l

1 " s t r e e t "  j o i n t

PREPARATIO N:

1 g ra m  m a t e r i a l  ( s p r i n k l e d  on  p a r s l e y ) 4 - 8  " h e a v y "  j o i n t s
1 0  -  15  " g o o d "  j o i n t s
18  -  24  " s t r e e t "  j o i n t s

SAMPLE ANALY SIS:

SAMPLE NUMBER TES T RESULTS METHOD

1 PCP 6 1 .0 2 G .C .
PCP 6 2 .0 2 M .S .

2 PCP 5 2 .0 2 G .C .
PCP 5 2 .0 2 M .S .

3 PCP 8 0 .0 2 G .C .
PCP 8 0 .0 2 M .S .

4 PCP 3 .0 2 G .C .
PCP 2 .0 2 M .S .

5 PCP 1 0 0 .0 2 G .C .
PCP 1 0 0 .0 2 M .S .

6 PCP 9 0 .0 2 G .C .
PCP 8 7 .0 2 M .S .

7 ( 1 /2  J o i n t ) PCP 3 .1 8  MG G .C .

8 ( 1  J o i n t ) PCP 2 8 .2 9  MG G .C .
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PATTERN OF USE:

C u m u la ti v e  p e r io d  o f  u s e  1 5 .6  m ont hs
L o n g e s t p e r io d  o f  r e g u l a r  u se  (5 /+  d a y s /w e e k ) 1 0 .4  m onth s 
R ecen t p e r io d  o f  u s e  9 .0  m onth s

"R uns"  -  2 -3  d a y s  d u r a t i o n
2 -4  ti m e s  a  m on th

MODE OF ADMINISTRATION:

P r im a ry  mod e -  sm okin g 90% 
-  s n o r t i n g  10%

Modes " e v e r  u s e d " -  sm ok in g
-  s n o r t in g
-  By m ou th
-  I .V .

100%
75%
60%
30%

SCHEDULE OF USE:

Sm ok in g 2 -3  ti m e s  a  da y 
S n o r ti n g  4 -6  ti m e s  a  day

ESTIMATED AMOUNT OF PCP USED PER TIME:

MODE FORM AMT. PURCHASED EST. % PCP EST. AMT. PCP

Sm ok ing 1 -2  " s t r e e t "  
j o i n t s [5 0 ] -  10 0 MG 60  -  90% App x.  30  -  90  MG

S n o r ti n g " H i t "  -  (2
l i n e s ) [5 ] MG 90  -  99% 5 MG

TEMPORAL PROFILE OF REPORTED SUBJECTIVE EFFECT S:

E f f e c t s  "c om e on" 
Peak  o r  p l a t e a u  
S ta y  " lo a d e d "
Tim e u n t i l  "n o rm a l"  

(2 -3  day  " ru n "

2 - 5  m in u te s  
15  -  30  m in u te s

4 - 6  h o u rs  
24 -  48  h o u rs  
4 8 h r -  1 wee k)
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LABORATORY TEST

TABLE 1
CLINICAL CHEMISTRY TEST RESULTS

CHRONIC PHENCYCLIDINE USERS (N=2O) MATCHED CONTROLS
MEAN STANDARD DEVIATION MEAN STANDARD DEVIATION

SMA-12
C al ci um 9 .2 7 1 .9 9 9 .8 3 .3 4
I n o r .  P h o s. 3 .6 4 .6 1 3 .6 5 .4 6
BUN 1 3 .3 5 3 .0 3 1 5 .2 8 2 .5 4
U ric  A ci d 6 .0 9 1 .1 0 6 .1 8 1 .3 3
C h o le s t e r o l 1 8 7 .2 5 2 4 .5 4 2 09 .1 7 4 0 .4 5
T o ta l  P r o t e i n 7 .3 5 1 .7 0 7 .6 8 .4 9
A lb um in 5 .0 9 .3 4 5 .3 1 .2 7
C r e a t in e 1 .1 0 .1 3 1 .2 3 .2 7
A ik . P h o s. 6 4 .1 0 1 5 .9 8 6 4 .1 7 1 8 .0 2
LDH 1 6 8 .3 0 3 1 .2 4 15 7 .1 1 28 .2 5
SCOT 9 0 .1 0 5 8 .3 1 5 2 .1 1 24 .0 1
F a s t in g  G lu cose 1 0 3 .9 0 1 4 .4 6 1 0 4 .9 4 13 .9 7

CBC
WBC 8 .6 8 1 .9 8 7 .5 3 1 .9 3
RBC 4 .9 4 .4 3 5 .0 3 .4 6
H em ogl obi n • 1 4 .6 2 1 .1 2 1 4 .9 2 1 .4 7
H et 4 2 .9 5 3 .1 2 4 3 .3 3 3 .7 9
Mcv 8 7 .8 0 3 .8 3 8 6 .3 3 3 .0 9
Meh 3 0 .8 9 1 .4 3 3 0 .5 2 1 .0 0
Mchc 3 4 .7 1 .5 2 3 5 .0 3 .7 9

Sed . R a te 9 .6 8 8 .7 2
T o ta l  B i l i r u b i n .4 6 .2 2
SGPT 3 9 .7 5 2 8 .0 7
CPK 6 4 .7 5 4 3 .0 9
A ld o la s e 7 .8 8 2 .7 2



CL IN ICAL  FIND ING S ON PHYSICA L EXAMINATION IN  20  CHRONIC USERS (O UT -PAT IENT  STUDY)

HISTO RY OF PCP USE  PR IO R TO P .  E . :

LAST USE NO. CASES CUMULATIVE PERCENTAGE

< 6 h o u r s 7 3 5 .0

7 - 2 4 h o u r s 7 7 0 .0

25  -  48 h o u r s 3 8 5 . 0

4 9  -  72 h o u r s 1 9 0 .0

97  -1 2 0 h o u r s 2 1 0 0 .0

PHYSICAL EXAMINATION FIN D IN GS:

[ R e p o r te d  t im e  s i n c e  l a s t  u s e ]

V i t a l  S ig n s  < 6  h o u r s 7 - 2 4  h o u r s 25  -  48  h o u r s "> 48  h o u r s

B .P .  -  SYST. 1 32 1 32 1 15 1 0 9

-  DI AST . 79 71 65 65

PULSE 88 79 78 72

R E SPIR . RATE 15 17 14 16

ALTERED STATE OF 
CONSCIOUSNESS 
( L e t h a r g i c ,  s o m n o le n t  

' h i g h ' ) +

D i s o r i e n t a t i o n
( t i m e ,  p l a c e ) + -

SPEECH ( s lo w ,  s l u r r e d ,  
r e p e t i t i v e ,  i n t e r 
m i t t e n t l y  u n a b le ) + + - -

E .O .M .M .
' S t a r e '  a p p e a r a n c e + + • —

D i s c o n ju g a t e  g a z e + + - -

N y s ta g m u s
H + + + +

V + + + +

S u s t a i n e d + - - -



PHYSICIAL EXAMINATION FINDINGS (CONTINUED)

Vital Signs 6 hours 7 - 2 4  hours 25 - 48 hours 48 hours

PUPILS
Siz e 4.4mm 5.7mm
Light reaction 
(Sluggish, decreased
amplitude) +  +

Corneal reflex
(Decreased or absent) + +

MOTOR SYSTEM
Movements:
Repetitive + +

Restlessness +
Catalepsy +
Rigidity + +

Hyperreflexia (L/e) + . +

Gait (Ataxic, broad
based) + +

COORDINATION 
Tandem standing
(Difficulty or unable) + +

5.0mm 5.3mm

+
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CHRONIC PHENCY CLIDIN E USER ELECTROENCEPHALOGRAM

►Azv*̂ jy \ /  v

>'/*?/,* * ^ Ky v / *

* v

FIGURE A

I n t e r m i t t e n t  p h o t i c  s t i m u l a t i o n  a t  b o th  s lo w  a n d  f a s t  f l a s h  

i n d u c e s  b u r s t s o f  s p i k e  a n d  s lo w  w av e a c t i v i t y  a n d  w i t h  s u s t a i n e d  20  c y c l e  

p e r  s e c o n d  s t i m u l a t i o n ,  i n v o l u n t a r y  m y o c lo n ic  t w i t c h i n g  i s  n o t i c e d  o n  t h  

l e f t  f a c e ,  a rm  and  l e g .  T h i s  r e c u r s  w i th  r e p e a t  p h o t i c  s t i m u l a t i o n  an d  

i s  a g a i n  f o c a l i z e d  t o  t h e  l e f t  s i d e ,  a l t h o u g h  e l e c t r o e n c e p h a l o g r a p h i c a l l y  

b i l a t e r a l  s p ik e  a n d  s lo w  w ave d i s c h a r g e  o c c u r .
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PCP INDUCED OCULO-MOTOR DISORDERS

T hes e r e c o r d s  w er e o b ta in e d  
eye  i n  th e  h o r i z o n t a l  p la n e  an d 
ey e  i n  th e  v e r t i c a l  p la n e .

fr om  p h o t o e l e c t r i c  c e l l s  p la c e d  a b o u t each  
th e n  fr om  EOG e l e c t r o d e s  p la c e d  a b o u t e ach

*

% «A SS  C r ,  .1

FIGURE B

FIXATION: J e r k  nyst agm us a t  th e  g a z e  l i m i t  o f  th e  p h o to c e l l  te c h n iq u e ,  1 5 ° .



FIGURE C
SMOOTH PURSUIT: Ramp pursuit grossly saccadic (staircase) in horizontal and 
vertical planes.

m

5

6

FIGURE D
SACCADES: Grossly abnormal horizontal and vertical hypometric slowed saccades



18 ACUTE INT OX ICAT ION S (HOS PIT AL  STUDY)

VITA L SIG NS  ON AD MIS SIO N:

BLOOD PRESSURE PUL SE RATE RESPIRATORY RATE TEMPERATURE 
SY ST . DLAST.

15 2  95  96  22  9 9 .0

PER IOD  OF TIME REQUIRED UN TIL ' NORMAL' :

TIME NUMBER OF CASES PERCENT

<  24 h o u r s 11 61

25 -  48 h o u r s 2 11

4 9  -  72 h o u r s 3 17

> 72 h o u r s 2 1 1

TOXICOLOGIC AL RESULTS IN  RELATION TO TIME PERIOD  REQUIRED UN TIL ' NORMAL* :

PER IOD  URINE [ <  12  h o u r s ]

<  24  h o u r s  4 . 4  yug /m l 

^ 2 4  h o u r s  2 8 .5 > u g /m l

HO SPITAL  COURSE CL ASS IF IE D BY STA TE OF CONSCIOUSNESS ON AD MISS ION:

PRESENTATION NO.CASES DURATION OF PERIOD  OF FLUC T. TIM E.REQU RED TOX. RESULTS 
IN IT IA L  STAT E STAT E OF AWARENESS UN TIL NORMAL (< 12  h o u r s )

A c u te  sy m p to m s 6 5 h o u r s 7 h o u r s 1 . 0  >u g/ ml

S tu p o r o u s 5 3 h o u r s 37  h o u r s 39  h o u r s 1 2 .9  ^ ig /m l

O b tu n d e d 7 14  h o u r s 90  h o u r s 1 03  h o u r s 2 9 .0  yug /m l
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TABLE 2
C h ro n ic  P h e n c y c l id in e  U se rs  H o s p i ta l  
A d m is si o n s  & Em er ge nc y Room C o n ta c ts

19 68 19 69 1970 19 71 19 72 19 73 19 74 19 75

J a n u a ry 3 8 4

F e b ru a ry 1 4 2 1 3

Ma rch 1 4 2 6 5

A p r i l 1 2 2 5 2

May 1 1 2 1 2

Ju ne 4 3 3 1

J u ly 2 5 5 —

A ug ust 1 3 3 9 —

S epte m ber 1 .1 6 9 —

O c to b e r 1 5 2 —

No vemb er 3 1 4 3 —

Dec em be r 1 3 2 —

Y e a r ly  t o t a l s 1 4 7 25 42 52 13

S e le c te d  D em ogra phi c C h a r a c t e r i s t i c s  N=72

SEX: MEAN AGE: RANGE: RACE:

Ma le 54 (7 5. 02 !) 2 0 .0 14 -  38 W hit e 71 ( 9 8 .6Z)

Fe male 18 ( 2 5 .0Z ) 1 9 .0 16  -  39 B la ck 1 ( 1 .4 Z )

TABLE 3
U ri n e  P h e n c y c l id in e  L e v e ls

GROUP NUMBER MEAN PCP LEVEL RANGE

C hro n ic  U se rs 70 1 .0 5  yug /ml .0 3 -  1 0 .5  zu g/ml

P o l i c e  A r r e s t s 75 3 .2 8  ju g/ m l .1 9 -  2 1 .2  Aig/m l

H o s p i ta l 24 1 2 .9 2  /j g /m l .4 -  9 2 .0  zug/m l

C oro ner 11 6 3 .8 3  ?u g/ml .6 -  3 3 0 .0  yug /ml

33-300 0 - 7 8 - 2 0
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PRESENTING PICTURE IN 72  CHRONIC USERS (HOSPITAL STUDY)

B iz a r r e  b e h a v io r 2 9 .4 2
U n re sp o n s iv e 1 8 .9 2
V io le n t 1 3 .3 2
" I n to x i c a t e d " / " I n c o o r d in a t e d " 9 .8 2
A uto m ob il e  a c c id e n t 5 .6 2
E r r a t i c  d r iv i n g 2 .1 2
Trauma 1 .4 2
I n c id e n t a l  tr au m a  -  m in o r 6 .3 2

-  m a jo r 1 .4 2

PSYCHIATRIC PROBLEMS:

SYNDROME NUMBER CASES CHARACTERIZED BY:

P s y c h o s is 10 D e lu s io n s , b i z a r r e  b e h a v io r ,  
p a r a n o ia ,  s u i c i d a l  i d e a t i o n /  
a t t e m p ts ,  a u d i to r y  h a l l u c i n 
a t i o n s ,  an d  s e l f - d e s t r u c t i v e  
b e h a v io r .

D e p re ss io n 8 S e v e re  d e p r e s s io n ,  s u i c i d a l  
i d e a t i o n / a t t e m p t s , p sy c h o 
m oto r r e t a r d a t i o n .

C once rn  a b o u t 
" b r a in  da mag e" 3

A n x ie ty 1
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TABLE A
T oxic olo gic al  R esu lt s in  Phe nc yc lidi ne  De ath s

CASE NUMBER BLOOD LEVEL URINE LEVEL

1 0.25  MG%
2 0.1 7 MGX 7. 0 ^ig/ml
3 0.1 8 MG% 33 .0  yug/ml
4 0.23  MGZ 5. 1 pg /n il
5 0.05  MGZ 1 0 0 .0 yUg/ml
6 0. 40  MGX 21 .5  yug/ml
7 0.50  MGX 12 0.0 /ig /m l
8 0.03  MGZ —
9 0. 30  MGZ -  -

10 0.03  NG% 38 .0  / ig /m l
11 0.05  MG% -  “
12 0.0 6 MGX 2. 3 yug/ml
13 0.03  MGZ 0. 6 yug/ml
14 0. 70  MG7. 30 .0  Aig/ml

(2 .1  MG% Phen obar bit al )
15 0.0 4 MGZ .17 /jg /ml
16 0.0 5 MG%
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[R eprin te d fr om  th e  W es te rn  Jo u rn a l o f M ed ic in e]

Phencycl idine —
States of Acute Intoxication 
and Fatalities
R. STANLEY BURNS, MD, STEVEN E. LERNER, MS, and ROBBIE CORRADO, PA 
San Francisco
STUART H. JAMES, BS, Johnson City, New York 
SIDNEY H. SCHNOLL, MD, Philadelphia

Phencyc lidine is now one of the most frequently used main ingredients of 
“ street drug" preparations. Its effects are highly  dose dependent and three 
varieties of acute intoxication have been seen clin ically associated with dif 
ferent dosages and routes of administration. Most persons using phencyclidine 
smoke it sprink led on parsley in low doses. The presence of horizontal and 
vertical nystagmus associated with hypertension in a patient  who is agitated 
or comatose are diagnostic  of a phencyclid ine intoxicated state. Sensory iso
lation and intravenous administration  of diazepam in the event of seizure 
activ ity have proved effective in the treatment of acute intoxicated states, 
Phencyclidine has pronounced behaviora l toxicity and several deaths due to 
this agent have now been documented. It is unknown whether seizure activity 
or respiratory depression is the primary cause of death in pharmacolog ical 
overdoses.

Phencyclidine (Semyl®, Sernylan®) is 1-(1 - 
phencyclohexyl) piperidine hydrochloride  (see 
Figure 1) . It is a white crystall ine solid which is 
soluble in water and alcohol.

Synthesized by Parke, Davis and Com pany , 
phencycl idine was recommended for clinical trials  
in humans in 1957. Investigation of its effects in 
animals had shown a potent analgesic activity 
and poten tial use as a nonbarbitu rate, nonn arco tic 
intravenously  administered anesthetic agent was 
explored. Due to emergence reactions— agita tion,

From  the Rock  Medicine Section. Haight -Ashbury Fre e Medical 
Clinic. San Fran cisco (Dr. Burns, Mr. Lerner and Ms. Cor rado ); 
the Toxicology Department, Wilson Memorial Hospital.  Johnson  
City, NY (Mr. James); and the Department of Psychiat ry, Uni
versity of Pennsylvania Medical School (Dr. Schnol l).

Subm itted March 26. 1975.
Reprint reques ts to: Steven E. Lerner, MS, R. Stanley Bums. 

MD, & Associates, 350 Parnassus Avenue, Suite 304 A, San Fr an 
cisco. CA 94117.

excitement, disorientation and hallucinatory phe
nomena— Park e, Davis and Company in 1965 
requested that furth er human clinical investiga
tion be discontinued. The structurally related 
anesthetic ketamine was subsequently developed.

Since 1967, phencyclidine has been available 
for legitimate use only as an anesthetic or tran-  
quilizing agent for primates. Curren tly, phency
clidine is conside red a cont rolle d dangerous sub
stance und er the Comprehensive Drug Abuse 
Prevent ion and Control Act of 1970.

Phencyclidine made its first “street” appearance 
in San Franc isco in 1967 where it was being 
marketed as the “PeaCe Pill .” Many persons ex
perienced unexpected effects and phencyclidine 
gained a bad  street  reputation. It then began to 
appear in new guises and in combination  with
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4

othe r drugs. Thirty different alleged stree t drugs 
analyzed during the years 1972 to  1974 contained 
phencyclidine.' The most persistent misrepresen
tation  of phencyclidine has been as TH C (te tra 
hydroca nnabino l). Most recently, phencyc lidine 
has been sold on the West Coast as “crystal”  or 

“crystal joints” (CJ’s).
Different patterns of phencyc lidine use have 

emerged. First time use occurs with persons un
knowingly or in an exploratory fashion  smoking 
a cigaret te made by sprinkl ing phencyclidine 
“crys tals” on parsley. Although the occasional or 
recrea tional  use pattern  is seen, its development  
from this first time use is frequen tly inter rupted 
by the experience of unexpec ted and unpleasant  
effects. However, several clusters of 10 to  20 per
sons who have shared  phencyc lidine daily for 
periods of two to six years have now been 
identified.

Between July 1973 and February 1974 there 
were in excess of 1,300 mentions nationwide of 
phencyc lidine in the Drug Abuse Warn ing Net
work (dawn) system. Of 86 urine samples col
lected during 10 months by one Cali forn ia police 
agency in cases of suspected intoxication  while 
driving or in public, 48 were positive for phency
clidine  exclusive ly? Widespread use and avail
ability both across the United  States and  Western 
Euro pe have also been repor ted by phencycl idine 
users during  interviews.

Pharmacology

Phencyclidine acts primarily on the central 
nervous system either by stimulation  or depres
sion. Its pharmacological action in animals  is 
complex and dependent upon both the species 
and the dosages.' The variability in activity makes 
it difficult to classify this agent.

The  effects of phencyclidine in humans, like-

Figure 1.—Phencyclidine (1-(1-phencyclohexyl) piperi
dine hydrochloride).

wise, are highly dose dependent. In c linical trials, 
phencyclidine proved to have a unique  spectrum 
of activity in anesthetic dosages (0.25  mg p er kg 
of body weight, administered intraveno usly ). An 
unrespons ive state with complete anesthesia  was 
induced, although the eyes remained open (bla nk 
stare) and the patient appeared  to be awake. 
Neither hypotension nor  respiratory depression 
was produced by phencyc lidine  in anesthetic dos
ages. Characteri stical ly, a moderate hypertensive 
response associated  with tachycardia  and no sig
nificant change in respi ratory function was ob

served.
Initial trials  with the admin istration of higher 

dosages (0.5 to 1.0 mg per  kg of body weight, 
given intravenously)  showed the progressive de
velopment of severe agitation, muscle rigidity and 
general ized seizure activity. Respiratory depres
sion was not seen in this dosage range.’

States of Acute Intoxication

The temporal profile and unique spectrum of 
signs and symptoms associated with different 
dosage ranges and different routes  of admin istra
tion require descr iption  of three  varieties or 
stages of acute intoxication.

During the period Apr il 1974 to June 1975, 
55 cases of acute intoxication with phencyclidine 
by history were seen by the authors. Fifty-four 
cases represent acute intoxication states resulting 
from reported low to mode rate doses of phency
clidine self-administered by inhalation (smoking) 
or insufflation (“snor ting” ). In one case a high 
dose was taken orally and the patient was coma
tose for a period  of approximately 10 hours . 
Urine samples were obtained in 10 percent of the 
cases. Analysis  by gas chrom atography showed 
the presence of phencyclidine in all collec ted 
samples.

The  clinical findings in 44 cases of low dose 
acute intoxication and  10 cases involving a 
moderate dose have been summarized in Table  1. 
The single case involving a high oral dose has 
been combined with the findings from four  similar 
cases and the composite clinical picture  is also 
described in Table I.*-’

The  low dose state  is characterized by mild 
agitat ion or excitem ent in a patient  who is grossly 
ataxic  and has a “blank stare” appearance. Ca ta
tonic rigidity (ca tale psy) may be shown, with the 
patient unable to speak. However, in most cases 
the patien t is communicative  and on testing hor i
zontal  and vertical nystagmus is present. Loss of
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TABLE 1.—Acute Intoxicated States
Low  Dose 
(44 cases)

Moderate Dose 
(10 cases)

High Dose 
(5 cases)

Route  ......................... . Inhalation (smoking) Inhalat ion or  insufflation Oral
Estim ated dose ........ . 5-10 mg 10-20 mg 10 0+  mg (approx, for adults)
Onse t ......................... . 2-3 minutes 2-3 minutes 45 minutes
Duration acute,

sy m pt om s.............. . 1-2 hour s Duration o f coma V5-1 hour Durati on of  com a 6-12 hours
Time required  to

recov er to norm al . . 4-8 hours 8-24 hours 48 -96+  hours
State of  consciousness . Comm unicative, or  may  be 

unable to speak; blank stare  
appearance;  disoriented for 
time/place; anxious, fear ful,  
agitated or  may  be mildly 
euphoric; restless or  excited, 
may exhibi t regressive or 
self-destructive behavior

Comatose or  stuporou s with 
open  eyes, w aking appearance ; 
responds only  to noxious 
stimuli (deep  p ain) ; followed 
by 1-2 ho ur period  where  signs 
and symptoms of  low dose 
state are manifest; amnesia 
for period  of  coma /stu por

Coma tose, responding only to 
noxio us stimuli; prolonged  
recove ry period marked by 
alte rnat ing  sleep and waking 
illusions, hallucina tions, and 
clinical features of  low dose 
state;  amnesia for period of 
com a and prolonged recovery 
phaseRespi rations

Rate ......................... 16-24 ( +  ) 16-24 ( +  ) 18-28 ( +  )Pa tter n .................... Norm al Norm al or  Cheyne -Stokes Norma l or  Cheyne-Stokes 
(adu lt) ; apnea (child )Circu lation

Blood pre ss ure ........ 135-160 ( +  )
80-100

135-160 ( +  )
80-100

120-200
60-110

P u ls e ......................... 100-140 ( +  ) 100-140 ( +  ) 80-100 ( +  )
Pupils

S iz e ........................... Mid-position Mid-position Variable
Light reflex ............ Normal Normal  or  sluggish Norma l or  sluggish

Occular movements
Eyelid po si ti on ........ Open/p tosis Ptosis/closed Closed

Nystagmus .................. Horizontal and vertical on 
testing

Horizontal an d/ or  vertical at 
rest

Horizon tal an d/or  vertical at 
rest

Motor function .......... Ataxia (senso ry) ; cata tonic 
rigidity—catalepsy, facia l 
grimacing; deep tendon re
flexes (DTK’s )— increased

Purposeless movements, re
petitive; myoclonus (shivering) 
—trunk, extremities ; clonic 
jerking extremities; muscle 
rigidity on stimu lation; facial 
grimacing; deep tend on re
flexes (dtr’s)—increased

Purpose less movements, 
muscle rigidity, opisthotonic 
posturing (child), generalized 
seizure activity, deep tendon 
reflexes (dtr’s)—increased

Sensory fu ncti on ........ Analgesia (pin  prick)
Autonomic funct ion .. Vomiting (central) Vomiting (cen tra l),  hyper- 

salivation ■
Vomiting (ce ntr al) , hyper
salivation

*

response to pin prick is observed. Most of these 
patien ts were seen at rock music events and  were 
able to return with friends to their seats afte r an 
hour,  although mild ataxia  was still evident.

The  modera te dose state is marked by com a o r 
stupor in which the eyes remain open assoc iated 
with th e presence of hypertension and the absence 
of respi ratory depression. The pupils are mid
position and reactive to light. Nystagmus at rest, 
repetitive motor movements, myoclonus (shiver
ing) and muscle rigidity on stimulation are 
characteri stic findings. Frequently vomiting and 
hypersalivation are part  of the picture . Mos t pa

tients are communicative and ambulatory within 
30 minutes  to an hour,  although they manifest 
all the signs and symptoms of the low dose state 
on awakening.  One to two hours of observation 
are requi red from the time of admission until the 
patient returns with friends to the auditorium or 
stadium.

The patient who has taken orally  a high dose 
of phencyclidine e ither  accidental ly o r as a suicide 
attempt usually presents at the emergency room. 
The two children included  in this series p resented 
with apnea, although in the adult  patients  where 
information is available respirations were normal
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and the blood pressure was normal or high. While 
pupil size varied, the pupilla ry light reflex was 
intact. Opisthotonic  posturing was seen in one 
child over  a six hour period, and general ized 
seizure activity has been observed in adul t pa
tients. Nystagmus at rest, vomiting and hyper 
salivation are, again, seen during  the comatose 
period. The most characteristi c feature of high 
dose oral ingestion is the prolonged recovery 
phase, marked by alternating periods o f sleep and 
waking, misperceptions, disorientat ion, halluci
natory  phenomena and the clinical picture of the 
low dose state. Patients  have been comatose  for 
periods of up to 12 hours and have required 
several days for recovery to normal.

Differential Diagnosis

The  low dose state is frequently inte rpre ted as 
secondary to an unknown psychedelic drug. The 
absence of mydriasis and the presence of gross 
ataxia and  horizonta l and vertical nystagmus are 
diagnos tic of a phencyclidine  intoxication.

The moderate dose state may be interpreted, 
initially, as a sedative-hypnotic overdose. How
ever, the presence of hypertension and hyperre
flexia (deep tendon reflexes or dtr’s) and the 
absence of prominent respiratory depression dif
ferentiate the phencyclidine intox icated  state 
from sedative-hypnotic overdose.

Cases  involving ingestion of high doses which 
present as undiagnosed coma may be difficult to 
differentiate from other causes. Again if hyper
tension is evident and there is no significant 
depress ion of respiration, sedative-hypnotic over
dose can be ruled out. If, in addition, opisthotonic  
posturing is present in a child or seizure  activity 
in an adul t, a phencyclidine intoxication should 
be suspected. If a patient  is in status  epilepticus 
or in a postictal state, the underly ing cause may 
be difficult to surmise. The characteristi c pro
longed recovery phase is diagnostic of phencyc li
dine intoxication.

Management, Treatment

The key to management of the low dose acute 
intoxicated state is sensory isolation  with obser
vation at a distance. Exacerbation of clinical 
symptoms is seen even with minimal verbal  or 
physical stimulation. The patient should be placed 
on a cushioned surface of the floor in a quiet 
room with a monitor present.  Prote ction  from 
self-harm may also be necessary. Most patients

are able to be released to family or friends within 
one hour.

In a patient who presents with the moderate 
dose state, respiratory  statu s and blood pressure 
should be monitored, with close observa tion for 
clonic movements o r muscle rigidity which usually 
precede  seizure activity. Again, sensory stimula
tion should be cont rolled and minimized. On re
covery from the short  period of coma or stupor , 
the patient will require  continued sensory isola
tion and protec tion from self-harm for approxi
mately one hour.

If seizure activity does intercede, judicious in
travenous admin istrat ion of d iazepam (Valium®) 
in 2 to 3 mg increments is in dicated. Respirations 
should be closely monitored postadministra tion.

The general principles of management of com a 
would apply to high dose acute intoxication with 
phencyclidine. Closely monito ring respira tions 
and blood pressure, and observing the patient for 
seizure activity or its pro dromata would be indi
cated. End otrachea l intubation may be difficult 
and may precipi tate laryngeal spasm. Gastric lav
age is indicated in view of the large quantit ies of 
phencycl idine which have been recovered from 
the gastric contents in fatal cases.

Diazepam careful ly admin istered in increments 
of 2 to 3 mg intravenously  with postadministra
tion observation  of r espirations is indicated in the 
event of genera lized seizure  activity. Diazoxide 
was reported to be effective in lowering blood 
pressure during  a hypertensive crisis thought to be 
secondary to phencyclidine.1"

The patient may remain comatose for a period 
of 12 hour s or more. The principles of sensory 
isolation  and protec tion from self-harm apply to 
the prolonged recovery period  which may last 
several days and require admission  to a psychi
atric unit.

Fatalities

Fifteen deaths assoc iated with phencyclidine , 
and previous ly unre ported, occur red in California 
between 1970 and 1975. Five of these deaths o c
curred during the per iod January  1974 to July 
1975. In all cases analysis  of body fluids for toxi
cology showed the presence of phencyc lidine and 
the absence of any other chemical  agent. Most of 
these deaths appear to repre sent accidents o r sui
cides involving a pharmacological overdose. In 
some cases, however, the levels of phencycl idine 
in the blood and urine and the circumstances of
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the death  suggest that death resulted from the 
behavioral  toxicity of phencyclidine.

In the cases with high blood and urine levels, 
the associated presence  of up to 185 mg of 
phencyclidine in the gastric contents points to an 
oral route  of self-administrat ion. In one case 
bloody fluid was noted  in the mouth and nose 
which may have resulted from seizure activity. It 
is still unclear whether oral doses in the range of 
150 to 200 mg or more, which were estimated 
to be involved in these cases, produce primary 
respira tory depress ion. Generalized seizure activ 
ity with postic tal depress ion or hypoxia may be 
the precipi tating  factor in the death of these per
sons.

Interviews with chronic, daily users of phency
clidine do not support the idea that tolerance 
develops to the behavioral effects of this agent.  
Behaviora l toxicity is consisten t with the lower 
blood and urine  levels found in four cases where 
the immedia te cause of death was asphyxiation 
on drowning.

Chron ic users report that friends have died 
while intoxicated by drowning, automobile acci
dents and fire. Gross ataxia, cata tonic  rigidity,  
misperception or analgesia may interfere with a 
person’s ability to drive, swim, flee from a fire or 
sense imminent danger.

Di scu ssion
The cent ral question of the occurrence of  pri 

mary respi ratory  depression in fatal high dose 
phencyclidine ingestions in adults remains  unan
swered. Blood levels in fatal cases have been 
comparable  to the level repor ted in one pat ient 
who presented with status epilepticus (0.70  mg 
per 100 m l)“ and the level in the single high dose 
case seen by the authors (0.37 mg p er 100 m l).  
The former patient died four days after admiss ion 
with autopsy evidence of severe anoxic ence pha 
lopathy  and indications of progressive hepa tic 
and renal failure.  In the latte r case no phency
clidine was detectable in the blood  716 hours 
after admiss ion, although the patient remained 
comatose with no significant change in resp irato ry 
function or seizure activity for 10 hours.

In a third case, where blood levels were not 
obtained, the patient also presented in statu s epi 
lepticus. The 13 hour per iod of com a was m arked 
by interm ittent , generalized seizure activity with 
respira tory depress ion evident only after rei tera
tive seizures. The  information availab le is inco m
plete and the relationship  between blood levels,

respira tory depress ion and seizure activity has 
yet to be docum ented  with clinical findings in 
cases involving potent ially lethal doses of the 
drug.

Eastm an and Cohen have recently reported  a 
case involving a 13-year-old boy in which a hy
pertensive  crisis was followed by an intracerebral 
hemorrhage and dea th. 10 The re was no autopsy 
evidence of cerebral hemorrhage or hypertensive 
enceph alopa thy in the fatalities summarized.

Potentiation of the stimulant or depressant 
effects of phencyc lidine in humans by other  
chemical agents is also an open question. While 
we have no familia rity with the intensity or spec
trum of effects seen when phencyc lidine is admin
istered in comparable high doses, this becomes a 
critical quest ion when central nervous system de
pressants are administered  to control seizure 
activity. Judic ious use of these agents would 
appear to be indicated.

It is not clear whether symptomatic improve
ment consistently follows the use of the pheno- 
thiazines. In several cases, however, significant 
hypotension has resulted from the administrat ion 
of therapeutic dosages of the phenothiazines.

By 1964 more than  1,000 patien ts had received 
phencyclidine as an investigat ional drug and no 
evidence of acute cellu lar toxicity was reported.”  

Conclusion

In cont rast to its pronounced behavioral and 
centra l nervous  system toxicity, phencyclidine 
parades as a “mild” psychedelic drug on the 
street. It has become one of the most frequently 
used main ingredients of street drug preparations. 
Further  investigat ion of the cellular  toxicity and 
neuropsychological dysfunction associated with 
chronic daily use of phencyclidine is indicated. 
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[From JACEP,  April 1978]

P hencyclidine  Deaths

(By R. Stanley Burns, M.D. and Steven E. Lerner, M.S.)

The potential for a pharmacologic “overdose” and the cause of death associated 
with phencyclidine abuse is discussed. Nineteen deaths  associated exclusively with

♦ phencyclidine intoxication have been documented. In 13 cases the immediate cause
of death  was asphyxia by drowning or trau ma with lower levels of phencyclidine 
presen t suggesting behavioral  toxicity. In two cases, the presence of phencyclidine 
in high concentrations constituted the only finding, and the probable cause of death 
was primary  respira tory depression accompanied by seizure activity. A secondary 

r  drug effect or concurrent disease process may have contributed to the death of the
remaining four individuals. Burns RS, Lerner SE: Phencyclidine deaths. JACEP
7:135-141, April, 1978. “Phencyclidine, death; drug abuse, phencyclidine.”

INTRODUCTION

Phencyclidine hydrochloride (sernyl), discovered in the mid-1950s[l] is a white, 
stable solid with a melting point of 234 to 236 C.[2] It is a weak base th at is readily 
soluble in water[2] and highly lipid soluble a t physiological pH.[3] Animal studies of 
phencyclidine as a surgical anesthetic  in monkeys reveal a low cellular  toxicity, 
high potency without respiratory or cardiovascular depression.[4]

The drug was first tested on humans in 1957.(4,5] Doses of 0.25 mg/kg given 
intravenously produced anesthesia sufficient for minor and major surgery.[4] Be
cause the drug produced postanesthet ic confusion and delirium of prolonged dura 
tion in some cases, clinical investigations were discontinued.[l,6] Phencyclidine is 
now manufactured under  th e trade  name Serynlan as an  analgesic for monkeys and 
othe r primates, and appears in the classification with barb iturates  and lysergide in 
the  Comprehensive Drug Abuse Prevention Act of 1970.(7]

Forensic pathologists have been in disagreement on whether a pharmacological 
“overdose” and death could resul t from abuse of street purchased mater ial contain 
ing phencyclidine. To address this question a retrospective study of deaths  associat
ed with phencyclidine use was conducted.

CASE REPORTS

Nineteen deaths associated exclusively with phencyclidine intoxication are known 
to have occurred in two counties in California from July 1970 to Jun e 1976: 13 white 
men and six white women, rang ing in age from 15 to 33 years, representing a mean 
age of 22 years. Fourteen  death s have been documented in the  2 ¥2 year period since 
Jan uar y 1974.

In 13 cases, the immedia te cause of death  was asphyxia by drowning or traum a. 
Six persons were found dead of no apparent cause. Twelve deaths were judged to be 
accidental. There were five suicidal and two homicidal deaths. Six individuals were 
known to be regula r or chronic phencyclidine users. A c lear past history of use of 
othe r drugs was present in five cases (Table 1), illus trated by the following case 
histories:

TAB LE 1 . - PATI ENT CHAR AC TER IST ICS  OF 19 PH ENCYC LID INE  RELAT ED  DEA THS , 19 70 -7 6

Intent Route

Number Accidenta l Suicid e Homicide P0  Snorting  Smo king  Unknown

Asph yxia /dro wning (1 1 ). ..  
Gunshot wound/head ( 2 ) .. . 
Unknow n ( 6 ) . . . . . . . . . . . . . . .

8 2 1 . . . . . . . . . . . . . . . . .  1 3 7
1 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2

4 2 . . . . . . . . . . . . . . . . . . 5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1

Deaths o f Unknown Cause
Case Numbers 1 and 2.—A 27-year-old man, clad in a white sheet, was observed 

wandering in the hallway of his apar tment building. He was going door to door 
stating tha t he was Jesus  Christ and was hungry. His 23-year-old wife gestured to 
others by pointing to her head tha t he was confused. She returned him to thei r 
apartment . Two days late r they were both found dead lying across one another  on 
top of the bed. They were known to have been experimenting with the drug “THC.” 
Ten white capsules found in thei r room contained phencyclidine. The isolated pres
ence of phencyclidine was confirmed on toxicologic examination of body fluids and 
tissues in both individuals.
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Deaths Due to Asphyxia by Drowning or Trauma
Case Nu mber 12.—A 33-year-old man, who lived a nomadic life style , was known 

to be a heav y user  of phencyclidine. He was on a long run , sno rtin g and shooting 
“rocket fue l’ several times a day. He had become unhappy , disil lusioned and de
pressed.  He was found by roommates  moaning and had vomited  on the  rug. After  
being read  a verse abou t life in th e hereaf ter,  he asked someone to tak e off his 
clothes and  said, “Thank  you, Mam a. Thank  you, Mama.” He left  the  apartme nt 
and was found dead in the  swimming pool ten min utes later. There  were no signs of 
sign ificant head  or neck tra um a and toxicologic exa min atio n revealed  the  presence 
of phencyclid ine.

Case Nu mber 13.—A 27-year-old woman,  known to have  used phencyclidine regu
larly for four years , smoked one ha lf  of a “crystal  jo in t” while puttin g on her 
swimming suit . She the n dove into  the back yard  pool as her fiance  was suit ing up. 
She was found a few min utes la te r at  the  bottom  of the  pool and  pronounced dead 
at  t he  scene. There was no evidence of head  o r neck traum a, and  toxicologic studies 
were positive for phencyclidine only.

Case Num ber  18.—A 15-year-old boy, reported to be “out  of hand ,” was seen 
earlie r in the  mon th for bizarre  behavior at  a local medica l cen ter.  He had been 
involved with  d rugs and talk ed abou t “get ting it all over .” He was found hang ing by 
an elec trical cord from a beam  in th e garage. Toxicologic examin atio n revealed the  
isolated prese nce of phencyclidine.

MATERIALS AND METHODS

Reports of dea ths for the  period 1970 to 1976 whe re phencycl idine  was found on 
toxicological screening were  provided by the  coro ners’ offices of Alameda and 
Orange counties of California . Investigati on of the  circums tances  surrounding these  
dea ths was carr ied out by the  coroner’s office. All autopsies were  performed by the  
coroner or his deputies.
Toxicologic Examination  F indings

Body fluids and tissues sub mi tted for toxicologic exa min atio n included blood, 
urine, bile, liver tissue  and  the  stom ach  contents . Two independent labo ratories of 
forensic toxicology with  diff erent methods of analysis  perfo rmed the se stud ies (vida 
infra). Cases were excluded  if othe r agents were  pre sen t in detecta ble  levels in 
addit ion to phencyclidine  or if th er e was a history  of recent use of lysergic acid 
diethyla mide (LSD) or ma riju ana th at  could not be determined  chemically.

Toxicologic studies in 16 cases were perfo rmed by the  Insti tu te  of Forensic Sci
ences, Oakland,  California. Urine  levels of phencyclid ine were  determ ined by gas 
liquid chromato graphy. Determ ination s of phencycl idine  in blood, bile and tissue 
specimens were perform ed by gas liquid  chematogra phy aft er  s epara tion of in ter fer 
ing ma ter ial s by a back-extr action technique. Qu ant ita tion was perfo rmed  by com
parison of peak  heights or peak areas of sta ndard  and  unknow n samples. Analys is 
of qua lity  control  samples yielded coefficients of varia tion of 8.4 percent.  Body fluids 
and tissues were screened for th e presence of toxic metals and  oth er common 
volatile, acidic, neutr al and  basic drugs.

*

TABLE 2 — RESULTS OF TOXICOLOGIC EXAMINATION IN DEATHS OF UNKNOWN CAUSE

Case
Blood

(> i.g /m l)
Urine

(g g /m l)
Liver

(g g /m l)
Bile

(g g /m l)
Brain

(g g /m l)
Lung

(n g /m l)
Kidney

(g g /m l)

Gastric 
contents  

(m g or 
mg/10 0 ml)

1 . . . . . . . . . . . . . 2.3 5.1 8.0. .. ' 6 3
2 . . . . . . . . . . . . . .5 100.0 6.0.. . ’ 9.6
3 . . . . . . . . . . . . . .3 38.0 .9. .. 0.1 0.4 0.1 ■70.0
5 . . . . . . . . . . . . . 1.8 330.0 ...
6 . . . . . . . . . . . . . 4.0 21.5 50.0. .. ■6.5
8 . . . . . . . . . . . . . 5.0 119.8 36.0 34.5. .. 47.0 • 185.4

1 Mg tota l. 
’ M g/ 100  ml.

In the Toxicology Laboratory, Office of the  Coroner , Orange County , California, 
blood, urine,  stomach con ten ts and  tissues from three cases were  screened by one or 
more tech niques including u ltrav iol et spectroscopy,  infra-red spectroscopy, gas-liquid 
chromatography  and thi n layer chroma tography. Analysis for phencyclid ine and 
oth er basic drugs  was by gas-liquid chro matography employing a flame ionization



309

I

r

detector.  The bile and ur ine  when  available was screened for morphine and  oth er  
amphoente ric compounds by t hin -lay er chromatography.

Qu ant ita tive stud ies of phencyclid ine in blood and uri ne  were  carr ied out in 16 
and  11 cases, respectively (Table  2 and Table  3). T hese valu es have  been grouped by 
cause of death.

This study is based on review by the  autho rs of the  histo ry, autopsy findings and 
toxicology resu lts in 19 d eaths  associated with phencyclid ine abuse.

Pathologic Findings
The  autopsy findings in 13 cases were consistent  w ith the  known imm edia te cause 

of de ath  by drowning or tra um a.
In the  six phencyclidine relate d dea ths of unkn own cause,  pulm onary congest ion 

and  other patholog ic changes were found on exa min atio n of the  lungs (Table 4). 
Acute poste rior lobar pneumonia or bronchopneumonia was pre sen t in thr ee  cases. 
In one, gross pulm onary edema was found, and  in ano the r, asp irat ion  of th e gas tric  
contents . Numerous macrophages  were pre sen t in the  alveo li in two cases. There  
were no needle  ma rks  indicat ing an int raveno us rou te of adm inistration or the  
possible complications the reo f in these six cases. Viral hep ati tis , septic abscesses, 
bac ter ial  endocardit is, foreign body granulomas or necrotizing ang itis  were not  in 
evidence in these cases.

In a single case, the  rig ht kidney had been  surg ically removed. No o the r evidence 
of pre-existing  or active disease was found.

A sim ilar  finding of n umerous alveo lar macrophages  in five cases of known cause  
of death  was associated with the  presence of ref rac tile  ma ter ial  in the  lungs or 
occasional foreign body gian t cells in two cases.

TABLE 3 .— RESULTS OF TOXICOLOGIC EXAMINATION IN DEATHS OF KNOWN CAUSE

Blood Urine
Case (p -g /m l)  (p ig /m l)

4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
7 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
9 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
13 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
14 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
16 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
18 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1 9 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

IL.......«
1.06 . . . . . . . . . . . . . . . . . . . . . . . . .

.5 5 10 .6

.74 2.4
1.2 0. . . . . . . . . . . . . . . . . . . . . . . . .

.2 0 . . . . . . . . . . . . . . . . . . . . . . . . .

.1 0 . . . . . . . . . . . . . . . . . . . . . . . . .

.1 5. . . . . . . . . . . . . . . . . . . . . . . . .

1 Not found. 
’ Trace.
» Present.

0

Table 4.—Pathologic findin gs on examinatio n o f lungs 

Case and  Condition:
1. Congest ion, bronchop neumon ia, asp irat ion  o f gas tric  co nten ts.
2. Congestion, bronchop neumon ia, microscopic edema.
3. Congestion,  a cute pos terior lobe pneumonia.
5. Congestion.
6. Congestion,  n umerous alveolar macrophages .
8. Congestion, gross pulmonary edema, alveola r m acrophages.

Toxicologic Findings
Blood concentra tion s of phency clidine in ten  dea ths  due to asphy xia by drown ing 

or tra um a ranged from 0.10 to 1.2 fig/ml , with  a mean of 0.60 pg/m l. Urine levels of 
0.5 to 10.6 pg/m l were  m easured in five of th ese  cases.

In six cases whe re the  cau se of death was unknown, blood conc entrations ranged  
from 0.3 to 5.0 ^ig/ml, with a mean of 2.9 pg/ml. The levels of phenc yclidine in 
uri ne  ranged from 5.1 to 330 p g/m l. Liver phencyclid ine concen trat ions in five cases 
rang ed from 0.6 to 5 m g/100 gm tissue. Liver  to blood rati os ranged from 3 to  12.5. 
The  complete toxicologic findings  in this  group of cases are listed (Table 2).
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More extensive quant itative studies  of tissue distribut ion were carried  out in two 
cases (Table 2). Relatively high concentrations of phencyclidine were found in lung 
and brain tissue. The blood/brain ratio in case 3 was 0.33. Adipose tissue was not 
sampled.

Phencyclidine was present in the victims’ gastric contents in five of the six deaths 
of unknown cause, indicating an oral route of administra tion. Values ranged from a 
concentration of 63 pg/ml to a  total  recovery of 185.4 mg of phencyclidine. In three 
cases, bile was sampled and biliary excretion of this drug was demonstrated. Uri
nary pH was not measured, although phencyclidine excretion is known to be pH- 
dependent.

DISCUSSION

Phencyclidine, and its better known derivative ketamine, belong to the arylcycloa- 
kylamine group[9] and have a similar spectrum of activity.[10] Administered to 
animals in increasing doses, these drugs produce excitation, ataxia,  catalepsy, gener
al anesthesia and convulsions. Their charac teristic  sympathomimetic effect appears 
to be due to central nervous system stimulation.[9]

The degree of central nervous system stimulation and depression and the anes
thetic potency vary with the species.[9,ll,12] Based on behavioral criter ia, phencycli
dine and ketamine act primarily as centra l nervous system depressants in both 
humans  and monkeys. Immediate excitation does not usually occur, whereas surgi
cal anesthesia is more readily induced in humans  than  in othe r species.[2,9,13] 
Ketamine is less potent, has a shorter  duration of action, and produces convulsions 
less frequently.[6,14,15]

Electrophysiologically, phencyclidine and ketamine induce a continuum of subcor
tical and cortical electroencephalogram (EEG) changes in animals associated with 
catatonia or immobility and consis tent with centra l nervous system stimulation. In 
animals and epileptic human subjects with implanted  depth electrodes, limbic and 
temporal electrical seizure activity has been observed following ketamine adminis
tration . The electrical seizure act ivity is not always manifested by convulsive behav
ior or reflected in the conventional surface EEG.[16,17]

Profound behavioral effects are seen in several species following phencyclidine 
administration.[18] In the monkey, reinforcing properties  have been demonstrated 
by the initia tion and maintenance  of lever-pressing for a reward of injections of 
phencyclidine. The animal  self-administers the drug in amounts producing a state 
resembling general anesthes ia (RL Balster, verbal communication, June , 1975).[18] 
In humans, phencyclidine has psychotomimetic properties. The psychosis produced 
in normal volunteers is difficult to distinguish from schizophrenia,[19,20] reproduc
ing more of the primary symptoms than other  drug models.[l,19] Extrem e exacerba
tion of existing psychoses following the administra tion of phencyclidine to chronic 
schizophrenic patients has been reported.[19,20]

Phencyclidine is active orally as well as parenterally in humans.[l,2,19] In several 
studies involving normal subjects, comparable subanes thetic doses of phencyclidine, 
0.1 mg/kg given intravenously over 2 to 12 minutes, (or 7.5 mg orally) produced 
slowed thinking, decreased concentration, and increased reaction time.[21,22] Al
though subjects were able to communicate adequately,[21] sensory functions were 
generally  impaired,[21,23-25] and the ir gait was ataxic.[21,23] Some patients exhibit
ed catatonia and repeated vomiting. With intravenous admin istration over five 
minutes, the onset was immediate with prominent symptoms lasting  one to two 
hours.[24] Following oral admin istration, subjects have reported changes in their  
physical or psychological state  within  45 minutes with maximum effects at  90 
minutes.[26] In a similar study of five obsessional patients, given 5 to 10 mg 
phencyclidine orally, an onset of 30 to 60 minutes with a duration of one to three  
hours was reported.[27]

Given intravenously in anesthetic doses of 0.25 mg/kg (a total  dose of 17.5 mg) 
over 35 minutes, phencyclidine increases the minute  volume, rate and depth of 
respira tions of low order.[4] A mean increase in minute  volume of 1140 cc was 
measured in seven normal patients. Their  tidal volume and respiratory rates in
creased a mean of 15.3 cc and 2.57 cc respectively. A consistent and significant mean 
increase of 26 mm Hg in systolic and 19 mm Hg in diastolic pressure was observed. 
The pulse rate change was less consistent, increasing in three  subjects and decreas
ing in three.[4] Surgical pat ients given 20 mg of phencyclidine intravenously, follow
ing premedication with pethidine hydrochloride and atropine, became unresponsive 
to pain afte r a few minutes, and most patients were completely unresponsive for 
periods up to 90 minutes without respiratory depression. In th e initia l clinical trials, 
doses of 1.0 mg/kg intravenously produced clinically observed seizure activity.[4]
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In the monkey, 1 mg/kg of phencyclidine given intravenously produced 40 min
utes of anesthesia. A dose of 4.0 mg/kg resulted in tonic-clonic seizures in all 
animals tested. Serious respiratory depression was seen at 14 mg/kg, and death 
caused by respiratory failure followed doses of 15 mg/kg or greate r. A therapeutic  
ration (“minimal lethal  dose/anesthet ic threshold dose”) of 26 has been report- 
ed.[10,ll]

In various animal species, phencyclidine has a relatively short  duration of
* action.[2] In the monkey, for example, it is rapidly metabolized and excreted in the  

urine  as conjugated di- and mono-hydroxyl metabolites.[28,29] After single intrave
nous doses, 60 percent of the  radioisotope labels were recovered in the urine within 
12 hours, and approximately 75% by eight days.[28] In man, the relative concentra
tions of mono-hydroxyl metabolite  and the pare nt compound phencyclidine recov
ered in urine after acid hydrolysis and assayed by gas liquid chromatography were 
68 percent and 32%, respectively. No di-hydroxyl metabolite was evident.[28]

Subsequently, two mono-hydroxyl metabolites were detected in urine  from pa
tien ts acutely intoxicated with phencyclidine, afte r enzymatic hydrolysis.[30] There  
is no evidence tha t these two compounds possess cataleptic anesthet ic activity.[31]

Tissue distribution studies in animals demonstrate relatively high and persistent 
concentrations in adipose and brain tissue with lower and rapidly falling blood 
concentrat ions.^,30] These resul ts are consistent with the  drug’s pKa of 8.5 and 
lipid partition coefficient at physiological pH.[32] The half life in rat  blood afte r 
intraperitoneal  injection is approximately 31/2 hours.[3] The drug concentration half 
life in the dog following intravenous administration is approximate ly one hour.[30] 

Street Pharmacology
Phencyclidine is sold on the  West Coast as Crystal, Angel Dust, PCP, THC, and 

Cannabinol.[33-35] Appearing on the illicit market in 1965, it continues to be 
available in powder, table t and leaf mixture  forms.[33] Most stree t preparations  
contain the hydrochloride sal t, although the free base has been observed.[36]

The crystalline or granular powder form is found most frequently  as Crystal or 
Angel Dust, which usually contains  50 percent to 100 percent phencyclidine.[33] Sold 
under a variety of other names, the purity drops to a range of 10 percent to 30 
percent.[33] Most tablet s contain approximately 5 mg, ranging from 1 to 6 mg.[33] 
Leaf mixtures have been found to contain between 0.24 percent to 7.9 percent 
phencyclidine, averaging 1 mg phencyclidine/150 mg leaves.[33]

Phencyclidine is taken orally, by inhalation, insufflation, and rarely by the  i nt ra
venous route. Powder forms are generally sprinkled on parsley, mint, oregano, or 
other leaves, and smoked in the form of a cigarette.

According to our s tudies and others,[33,37] the estimated amount of phencyclidine 
used per  episode, smoking, is 1.5 to 3.5 mg, and the amount per dose in powders and 
table ts averages between 2 to 6 mg.

Various patte rns of phencyclidine use have emerged. Although the occasional, or 
recreationa l, use pat tern  is seen, its development is mediated by an initial experi
ence of unexpected and unpleasant effects.[35,37] In areas where the drug has been 
continuously available, it has gained a preferred drug sta tus  with small cluster  
groups of individuals who use  it  on a chronic, daily basis for periods of six months to 
six years.[35,37]

Chronic users claim that  the conversion from oral use of tablets and capsules in 
1972 to smoking the powder form on leaves has allowed greater  success in titr atin g 
the dose. Regular users purchase 1 gm amounts of t he crystal line phencyclidine, 
using about 50 mg to prepa re one cigarette  and smoking an estimated 30 to 75 mg 
per episode.[37,38]

The onset of subjective effects after smoking is reported  to occur within two to

# five minutes lasting four to six hours. A more rapid onset, 30 seconds to one minute, 
follows insufflation of the  powder form.[37]

Psychological dependence and tolerance to the psychic effects of phencyclidine 
have been reported by chronic users, as well as paranoia, auditory hallucinat ion, 
violent behavior, severe depression and anxiety following prolonged periods of daily, 
regular use.[38]

» The confused state induced by typical street doses is characterized by immobility,
or catalepsy, and a “blank sta re” in a patien t who is noncommunicative, followed by 
disorientation, motor restlessness or excitement, and gross ataxia  of gait, lasting 
approximately five hours. In addition, we have noted the  presence of muscle rigid
ity .[40] We obtained measurements of serum levels of 54 to 230 pg /ml  (unpublished 
data) in six patients in a confused s tate induced by phencyclidine intoxication. An 
additional case of a youth described as “drowsy” with a blood phencyclidine concen
tration of 51 p-g/ml has also been reported.[36]
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In phencyclidine stupor  or  coma, the eyes may remain open, although the patien t 
is responsive only to deep pain. Hypertension and tachycardia are present, and in 
all but the more massive oral “overdose,” respira tions are normal.[35,39] Purpose
less movements, facial grimacing, and muscle rigidity on stimulation are common 
findings. Repeated episodes of vomiting and increased bronchial secretions frequent
ly occur.[35,39]

Massive oral overdoses involving up to 1 gm of street-purchased material have 
resulted in periods of stupor and coma of several hours to five days in duration.[35, *
37,39,40] Delayed and prolonged hypoventilation and apnea  may result. Such cases 
are  also marked by sustained hypertension and tachycardia and general motor 
seizures preceded by muscle tremors, myoclonus, opisthotonus, and decerebrate 
rigidity .[37,39,40] A child in coma was found to have a blood level of 49 pg/ml,[30] 
and serum levels of about  100 to 300 jxg/ml were measured in patie nts described as w

in coma.[3] Two comatose adult s with evidence of mild respiratory depression had 
plasma concentrations of phencyclidine between 190 and 220 pg/ml.[41] One adult  
patient, with hypoxia, myoclonus and clonic seizures associated with coma, who 
recovered, had a serum concentration of 340 pg/ml.[42] Coma with severe respira
tory depression, and apnea and repetit ive seizures with recovery was associated 
with a blood level of 530 pg/ml. Status epilepticus with cardiopulmonary arres t, 
followed by coma without recovery, was associated with a blood level of 7.0 ug/ 
ml.[43]

Nine other  phencyclidine re lated  deaths  are reported in the  lite ratu re since 1974 
(Table 5). Status  epilepticus, a respi ratory arrest—and, in one instance, seizures— 
hyperpyrexia and cardiac arr est  were the reported drug-induced causes of death in 
three cases.[42-45] Reported medical complications result ing in two deaths were 
hypertens ive crisis with intra cerebral  hemorrhage. In one case, early  rhabdomyoly
sis with acute renal failure followed by aspirat ion pneumonitis on hospital day 50 
resulted  in death.[46,47]

Blood concentrations of phencyclidine in five cases ranged from 2.5 to 70 pg/  
ml.[30,42,44,48] Status epilepticus was associated with a blood level of 7.0 pg/ml.[431

In the  cases reviewed retrospec tively here, death  occurred in association with 
phencyclidine intoxication in 19 individuals. In 12 cases, the immediate cause of 
death was asphyxia by drowning or trau ma with lower levels of phencyclidine 
present on toxicological examina tion. Circumstantia l evidence suggests tha t death 
was secondary to the behavioral toxicity of phencyclidine. In one case, coma result
ed in death  by drowning in a shower. In persons found dead with no apparent cause, 
phencyclidine was present in blood and body tissues. A secondary drug effect or 
concurrent disease process may have caused or contributed to the death of four 
individuals. In two cases, however, the presence of phencyclidine in high concentra
tions constituted the only positive finding. It seems reasonable to conclude tha t 
these d eaths were due to the prim ary pharmacologic effects of phencyclidine.

Eight deaths resulted from drowning in a swimming pool. Phencyclidine users 
often repor t swimming while intoxicated because they experience an unusual but 
pleasan t sensation. Sensory disturbances, ataxia  and muscle rigidity which follow 
the use of typical “stre et4  doses of phencyclidine may seriously interfe re with a 
person’s ability to swim, drive, climb at heights, flee from a fire or sense eminent 
danger.

Suicide by self-induced gunshot wound or hanging accounted for the deaths of 
three  persons. They had all been characterized as moody or depressed and one was a 
known chronic phencyclidine user. In one additional case, threaten ing behavior 
resulted in provoked homicide. Depression and violent behavior are frequently 
associated with a confusional s tate  in acute phencyclidine intoxication.[40] Violent, 
aggressive and threa tening behavior character ize the  persis tent psychosis seen in 
some individuals following phencyclidine use.[20] Severe depression with repeated 
suicide attem pts has followed chronic, daily use of phencyclidine.[37] The massive *
oral “overdose” is seen most frequently in the chronic user who is in possession of 
large amounts of phencyclidine and  ingests it in a suicide attempt.[49]

A wide range of blood concentrations  of phencyclidine was present with some 
overlapping of cause of death due to behavioral toxicity, medical complications, or 
the pharmacologic effects of phencyclidine. This suggests rapidly changing blood <
levels and variations in the route of administrat ion, dose, and elapsed time. Differ
ences in the  amount absorbed, metabolized and excreted can be predicted.

Animal studies reveal high rate s of metabolism and excretion with rapidly falling 
blood concentrations and a relatively short  duration of action. The studies correlat
ing blood levels and clinical state  are  incomplete. Cases are reported  where phency
clidine rapidly disappeared from the  blood and was not detectable at  0.5 pg/ml  
levels by gas chromatography despite the persistence of a comatose sta te for several
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hours thereafter.[3] A prolonged period of coma lasting several days followed by a 
long period of fluctua ting confusion and delirium has been seen clinically after  
large oral “overdoses” of phencyclidine.[49] Studies of the sequentia l concentra tions 
of phencyclidine in blood have not been carried out in these cases.

Currently , no available data exist on the relationship of dose to blood level, or the 
pharmacokinetic constants  for adminis tration of phencyclidine by inhalation , insuf 
flation or orally.

* Some information is available from limited toxicologic studies[35,40,49] in clinical
cases of acute phencyclidine intoxication. These results may be compared with those 
obtained in phencyclidine related deaths.

Serum and blood levels of phencyclidine of .05 to .23 p-g/ml have been associated 
with a s tate of confused drowsiness[30,40] in chronic users. In nine deaths secondary 

f  to the  behavioral effects of phencyclidine, blood concentrations ranged from 0.10 to
1.0 p.g/ml. One of two individuals with a level of 1.0 pg/ml was a known chronic 
user who died by drowning within minutes of smoking phencyclidine. In all other
cases levels were less th an 0.75 p.g/ml.

Our patients  (unpublished data, March, 1975) and those of others[41] have been 
reported  to be in coma with blood phencyclidine concentrations of 0.10 to 0.30 p.g/ 
ml. Coma with respiratory depression and /or  seizures was associated with blood 
levels of 0.34 to 0.53 p,g/ml.[40,42] In case 16, the individual lapsed in to coma while 
in a shower and drowned in a few inches of water. The blood concentration was 1.2 
p.g/ml.

A death is reported in th e lite ratu re due to status epilepticus with a  blood level of 
7.0 p.g/ml.[43,44] Other  reported values without  details on the cause of death 
ranged from 2.5 to 5.0+ p.g/ml. In the six deaths of known cause, blood phencycli
dine concentrations ranged from 0.3 to 5.0 pg/ml.

In cases 1 and 8, there were significant findings on pathologic examination of 
aspira tion of stomach contents associated with pneumonitis, and pulmonary edema. 
Blood phencyclidine levels of 2.3 and 5.0 jxg/ml and recovery of 6.3 and 185.4 mg 
phencyclidine in the stomach contents, respectively, indicated large oral doses. 
Whether pulmonary edema represented a hypersensitivity reaction and the  role of 
asphyxia and /or pneumonitis secondary to aspira tion in these  deaths are unknown.

In cases 2 and 3, with t he lowest blood levels of 0.50 and 0.30 p.g/ml, bronchopneu- 
monitis with microscopic edema, and acute lobar pneumonia were present. To what 
degree these disease processes were significant in contributing  to the  individuals 
death  is uncertain . Chronic drug use may predispose one to develop infectious 
diseases or prolonged hypoventilation may promote the development of pneumonia 
as a te rminal event.

In cases 5 and 6 there were no findings on complete pathologic examination. The 
presence of phencyclidine in blood a t concentra tions of 1.8 and 4.0 pg/ml constitut
ed the only positive finding. Death was probably due to the primary pharmacologic 
effects of phencyclidine.

In animals lethal  doses of phencyclidine induce f irst tonic-clonic seizures and then  
respiratory failure. Repetitive seizures and delayed and prolonged hypoventilation 
and apnea have been observed clinically with massive oral overdoses of phencycli
dine. S tatus epilepticus has been reported. The probable cause of death in high dose 
phencyclidine intoxications is primary respira tory depression accompanied by seiz
ure activity.

Numerous alveolar macrophages seen on pathologic examination in seven cases, 
and associated with foreign body giant cells or retrac tile mate rial in two instances, 
appear to have resulted from smoking phencyclidine in leaf  mixtures and insuffla
tion of phencyclidine powder. In one individual with a history of intravenous phen
cyclidine use, needle marks  were found. Reported intravenous use is rare due to the 
rapid onset of the drug effects and the superio r control of dosage possible by

» smoking phencyclidine. Medical complications of the  in travenous route were absent ,
and one would predict infrequent acute allergic reactions.

The role of tolerance to the  behavioral effects of phencyclidine with chronic use 
on the toxicity of this drug and the occurrence of injury or death is unknown.

Note.—The authors would like to acknowledge the generous cooperation of both 
> the Alameda and Orange County Coroner’s Offices.
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Phencyc lidine  Use Among  You th 1 

(By Steven  E. Lerner,  M.S., a nd R. Stanle y Burns, M.D.)

The growing popularity  of phencyclidine thr oughout the Uni ted Sta tes par alle ls 
the ear ly histo ries of LSD and  ma rihuan a. The init ial  passage of phencyclid ine 
throug h the  drug  sub culture in 1967 resu lted  in “bad reviews,” att rib ute d to the  

a  rela tive  inexperience of drug  expe rimente rs. However, du ring the  pas t thr ee  yea rs
its popularity  h as rapidly  increased among  t he  now more experienced drug users . In 
addit ion, the  extensive use of clandestine  dru g combina tions containing phencycl i
dine has resu lted  in pa rt in a mark ed rise in acu te phencyclidine intox ications.

The medical  problems emerging from the  illic it use of th is ent ire ly new class  of 
psychoactive drugs  are compounded by its myr iad analogs. With  the  advent  of the  

# polydrug abuse phen omenon,  the  widespread exp erimenta l and long-te rm use of
phencyclidine has expa nded  at  an ala rming  rate. The larg e qua nti ties of phencycli
dine  th at  have been recent ly confiscated by law enforce men t officials in Cali forn ia

1 Lern er, S.E.: Burns , R.S. “Phenc yclid ine Use Among Youth,” In “Phencyclidine (PCP) Abuse: 
An Appraisal,” R. Pete rson  and  R. Stillm an, eds., Nat ional Insti tut e on Drug Abuse Monograph 
21, DHEW Publication  No. (ADM) 78-728, Washing ton, D.C., Superinte ndent  of Documents, U.S. 
Governm ent Pri nting  Office, 1978.
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alone, com men sura te with  the  report ed Drug  Abuse Warnin g Netw ork “mentions” 
and  associated deaths,  are  convincing indicators of a new majo r dru g problem.

This paper will present  an overview of th e pharmacology of phencyc lidine , includ
ing its effects on anim als and  hum ans , and the  history  of its illic it use which is 
high ligh ted by factors rela ted to phencyclidine’s increasing popular ity. Data  from 
thr ee  major Federal  sources are  compared with  the  res ult s of the  au thors’ hospital- 
based you th study.  The increased problems  and dea ths seen in a com munity where 
phenc yclidine has  been contin uous ly ava ilab le are  p rese nted  and discussed. *

A profile of chronic phencyclidine use includes a description of the pat ter ns  of 
use, the  phencyclidine exper ience,  tole rance,  psychological dependence and side 
effects, chronic toxicity, and labora tory and neurologica l findings.

A review of t he  acute intox icated stat e caused by phencyclidine encompasses  the  
presen tation,  clinica l picture and course , labo rato ry and  toxicological findings, diag- ’
nosis, manag ement  and treatm ent.

An Overview
Phencyclidine  hydrochloride (Sernyl Tm), discovered in the  mid 1950’s (Domino and 

Luby 1972) is a white,  stable solid with a mel ting  poin t of 234-236°C (Domino 1964).
It is a weak base th at  is read ily soluble in wa ter  (Domino 1964) and highly lipid 
soluble at  physiological pH (Jam es and Schnoll 1976). Anim al studies reveal  low 
cel lula r toxic ity and high potency for indu cing  surgical ane sthesi a without resp ira
tory  or  cardiovascular depression in monkeys  (Greifenstein et al. 1958).

The drug was firs t tested on huma ns in 1957 (Greifens tein et al 1958; Rodin, Luby 
and Meyer 1958), and when given in doses of 0.25 mg /kg  intrave nou sly  produced 
ane sthesi a suffi cient  for mino r and  major surgery (Greifens tein et al. 1958). Phency
clidine was also used as a pre anesthetic  agen t for postoperative  analgesia,  for pain 
syndromes, burn dressing, as an abreac tive agent, and  for the  t reatmen t of psychon
eurosis. Since the  drug produced pos tanesthet ic confusion and deler ium of prolonged 
dur atio n in some cases, clinical  invest iga tion s were discontinued (Domino and Luby 
1972; Chen, Ensor and Bohner  1966).

Phencyclid ine hydrochloride in solu tion  was legal ly manufactured by Parke,
Davis and Company for use in huma ns as a short-ac ting analgesic and  for general 
anesthesia under  the  trade  nam e Serny l (Munch 1974). In 1967 the pa ten t was 
changed to per mi t the  ma nufacture  by Phi lips  Roxane of the  d rug  in solu tion as an 
analgesic for monkeys and oth er pr imate s und er the  tra de  name Sernylan. The 
Comprehens ive Drug Abuse Preven tion  and  Control  Act of 1970 classified  phencyc li
dine with  the  barbi turate s and  LSD in Section 202(c), Schedule III(bX7) as . . .
“having a dep ressan t effect on t he  c en tra l nervous sys tem ” (M unch 1974).

Phencyclid ine and its be tte r known der iva tive  ketamine  belong to the arylcycloal- 
kylamine grou p (Chen and Weston 1960) and  have  a sim ilar  spectru m of activity. 
Adm inistered  to anim als in increasing doses, these drug s produce excitation, ataxia, 
catalepsy,  genera l ane sthe sia and convulsions. The cha rac ter isti c autonomic actions 
of these agents,  hypertens ion and  tachyc ard ia, app ear  to be due to centr al sympa
the tic stimu lation (Chen and Weston 1960).

The degree of cen tra l nervous system stim ula tion  and depression and  the  anes
the tic potency v ary  among the  species (Chen and Weston 1960; Chen et al. 1959; and  
Chen 1965). Based on behaviora l cri ter ia,  phencydlid ine and ket amine  a ct prim arily 
as cen tra l nervous system dep ressan ts in both  hum ans  and  monkeys. Immediate  
exci tation does not usual ly occur, whereas surgical ane sthesia is more  readi ly in
duced in hum ans  tha n in other species (Domino 1964; Chen and Weston 1960; and 
Chen 1965). Ketamine is less poten t, has a sho rte r dur ation of action,  and  produces 
convuls ions less frequently  (Chen et al. 1959; Domino, Chodoff and  Corssen 1956; 
and  Corssen and  Domino 1966).

Phencycl idine  is ac tive orally as well as paren terally (IM, IV) in huma ns (Domino 
and  Luby 1972; and Domino 1964). In several studi es involving normal  subjects, 
comparable subanesthe tic doses of phencycl idine  of 0.1 mg /kg  given intraven ously 
over 2-12 minut es or 7.5 mg oral ly consistent ly produced decreased touch , pain and 
position  sense associa ted with  nys tagmus , ata xia  and  hyperre flex ia (Domino 1964;
Luby e t al. 1959; and  Davies an d Beech 1960).

Impai rment or increased threshold  of audiometry, per ime try,  visual acui ty and *
taste  is seen (Domino 1974). Touch sense and  two-point disc riminat ion were found to 
be t he  earl ies t, most pronounced and  persi ste nt sensory effect in one study.  Changes 
in muscle tone  ranging  from a slight increase to ca tatonia and rhy thm ic motor 
behavior  hav e been repo rted  (Luby et  al. 1959). An increas e in the  diastolic bjood 
pressure of less tha n 10 mm with  an inc rease in pulse ra te  of generally  20-30 beats 
per min ute  were also noted. Side effec ts included nau sea  with repe ated  vomiting, 
vertigo, ptosi s and diplopia.



With intravenous administra tion over five minutes, effects are  immediate, with 
prominent symptoms lasting 1-2 hours (Luby et al. 1959). Following oral admin istra
tion, subjects have reported changes in thei r physical or psychological state within 
45 minutes with maximum effects at 90 minutes (Beech, Davies and Morgenstern 
1961). In a similar study of five obsessional patients,  given 5 to 10 mg phencyclidine 
orally, the point of onset at 30-60 minutes and a duration of 1-3 hours were 
reported (Davies 1961).

Given intravenously in anesthetic doses of 0.25 mg/kg (or a total dose of 17.5 mg) 
over thirty-five minutes, phencyclidine increases the minute volume, rat e and depth 
of respirations of low order. A mean increase in minute  volume of 1140 cc was 
measured in seven normal patients.  Their tidal volume and respira tory rates in
creased a mean of 15.3 and  2.57 cc, respectively. A consistent and significant mean 
increase of 26 mm Hg in systolic and 19 mm Hg in diastolic pressure  was observed. 
The pulse rate  change was significantly increased in three  subjects and decreased in 
three subjects (Greifenstein et al. 1958).

In surgical patients given 20 mg of phencyclidine intravenously following preme
dication with pethidine and atropine , no response to pain appeared after a few 
minutes, and most patients were completely unresponsive for periods up to ninety  
minutes without respiratory depression (Greifenstein et al. 1958). In travenous doses 
of 0.275 mg/kg to 0.44 mg/kg produced anesthesia for an average of 25 minutes in 
735 patients. The duration of surgical anesthesia with 0.5-0.75 mg/kg of ketamine is 
less t han  5 minutes with recovery in ¥2 to 1 hour (Chen, Ensor and Bohner 1966).

As a local anesthetic, phencyclidine is approximately equal to procaine. However, 
the analgesic activity of the arylcyclohexylamines cannot be assessed in animals  by 
standard testing procedures. It has been suggested tha t their mechanism of action 
may differ from the narcotic or the analgesic and anesthetic doses are too close to 
differentiate (Chen, Ensor and Bohner 1966).

In subanesthetic doses there is general impai rment  of sensory function with a 
decrease in the appreciation for touch and pain the earliest and most pronounced 
effects. Subjects are  awake and able to communicate with movement preserved and 
impaired only by ataxia and occasional catatonia until consciousness is lost when 
higher  anesthe tic doses are administered . Dissociation between sensory and motor 
functioning at subanesthe tic doses, implying a disturbance of sensory-motor coordi
nation, appears to occur.

Electrophysiologically, phencyclidine and ketamine induce a continuum of subcor
tical and cortical (EEG) changes in animals, with catatonia or immobility, consistent 
with central nervous system stimulation. In animals and epileptic human subjects 
with implanted depth electrodes, limbic and tempora l electrical seizure activity has 
been observed following ketamine administ ration. The electrical seizure activity is 
not always substan tiated by convulsive behavior or reflected in the conventional 
surface EEG (Ferrer et al. 1973; and Winters e t al. 1972).

The arylcyclohexylamines also have anticonvulsant  properties, antagonizing elec
trical ly induced tonic ex tensor seizures in mice in doses causing ataxia and excita
tion, and suppressing pentylenetetrazol-induced, initial  clonic seizures only a t doses 
approaching anesthetic  levels. These properties are related to effectiveness aga inst 
generalized motor seizures in humans (Chen 1973).

Electroencephalographically, phencyclidine causes diffuse th eta  and delta slowing 
in humans. In subanesthetic to anesthetic doses paroxysmal activity  is not evident. 
Changes induced by intravenous infusion ranged from slight the ta slowing in one of 
four volunteers at 0.03 mg/kg to marked the ta activity with a dominant medium 
voltage of 4-5 Hz rhythm in two volunteers given 0.2 mg/kg. The onset of frequency 
changes and thei r restitution  in the electroencephalogram were either gradual  and 
stepwise or abrupt. These effects ranged in duration from 15 to 60 minutes  depend
ing on the dose administered and the magnitude of the changes induced.

In six persons given intravenous infusions of phencyclidine, a decrease in fast 
activity occurred after  2-3 mg. At approximately 7-10 mg, a diffuse predominant 
slowing in the occipital, tempora l and parieta l regions were observed. In the initial 
clinical trials, doses of 1.0 mg/kg intravenously produced clinically observed seizure 
activity (Greifenstein et al. 1958).

In humans, phencyclidine has psychotomimetic properties. The toxic psychosis 
induced by low doses is characterized more by the overt symptoms of schizophrenia 
than by hallucinations. Reproducing more of the  pr imary symptoms than  o ther drug 
models, the psychosis produced in normal volunteers is difficult to dis tinguish from 
schizophrenia (Domino and Luby 1972; Collins, Gorospe and Rovenstine 1960; and 
Luisada and Reddick 1975). Extreme exacerbation of existing psychoses followed the  
administration of phencyclidine to chronic schizophrenic patie nts (Collins, Gorospe 
and Rovenstine 1960; and Luisada and Reddick 1975). The drug intensified disorder



in thought processes and stim ula ted  cons iderable affect. Pa tie nts  acted out sexua lly 
and becam e more active, assertive and  hostile. These behavio ral chan ges continued 
for one  m onth (Luby et al. 1959).

Phencyclidine  produces uniq ue and profound alt era tio ns  of though t, percept ion 
and mood in subanesthe tic doses. The menta l effects in normal volunteers include  
changes in body image, loss of ego boundary , and  deperso nalizatio n associa ted with 
feelings of estr angement,  isola tion and  dependency (Luby et al. 1959; and Davies 
and Beech 1960).

Affective ly charged expe riences ar e often evoked and  some subje cts exhibit nega
tivism and  host ility  or apa thy  (Luby et  al. 1959; and  Davies and  Beech 1960). 
Thinking is slowed with  dis rup tion  of att en tio n span , inab ility  to sus tain organized  
directed  tho ught (Davies and Beech 1960), and impairm ent  of learning. Subjects are  
dist rac tible and  persevera te. Time  app reciation is disturbed, with  underes timatio n 
of tim e inte rvals. Echolalia, neologisms, and  word salad may be observed with  a  loss 
of time “boundness.” Some subjects man ifes t echopraxia and  repeti tive motor  be
havior (Luby e t al. 1959).

Reaction time, tapp ing speed, ro tat ory pursu it performance and  weight discrimi
nat ion h ave  been repo rted  to be impai red  (Davies 1961).

The ora l “sedative” dose for hu ma ns is considered to be between 1-5 mg. Follow
ing oral  adm inis trat ion  of a sub anesthetic  dose of 7.5 mg, subjects rep or t changes in 
their  psychological or physical sta te  within  45 min utes and  max imum effects at  90 
min utes (Beech, Davies and M orgens tern  1961).

Under  conditions of senso ry isolation or reduced visual , aud itory and tact ile 
stim ulation , less disturbances  of behavior and psychological  processes are  evident . 
Subjects exper ienced only min ima l body image changes and  felt more  in control  and 
less anxious. They were less productive  verbally  and  appeare d qu ieter and calmer.  
They reported exper iencing “no thingness” or “em ptin ess. ” When  th e sensory isola
tion was stopped, subjects  w ere imm edia tely  awar e of th e percep tual disto rtion s and 
became more  disturbed. Some subjects  the n experienced nau sea  or exhib ited cata to
nia.

Following anesthe tic doses of phencyclid ine, pa tients  were amnesic  for both su r
gery and  the  recovery period.

The psychotomimetic effects of phencyclidine  are  most appa ren t following adm in
istr atio n of low doses. T he anest he tic  propert ies of th e dru g assoc iated  with  changes  
in t he  level of consciousness predom ina te aft er  h igh doses.

Profound behav ioral  effects are seen  in several species following phencyclidine  
adm inistration  (Balster and Cha it 1976). In  the  monkey , rein forc ing prop erties have 
been dem ons trated by th e init iat ion  and  mainte nan ce of lever-p ressing for injections 
of phencyclidine. The drug is self- administered  in amoun ts producing a sta te resem
bling genera l anesthe sia (Bals ter and Cha it 1976; and  Balste r 1976). It  is the only 
hallu cinogen reliably self- administered  by monkeys, which sugge sts a pote ntia l for 
abuse (Domino and Luby 1972; Luby et al. 1959; and  Bal ster  and  Cha it 1976).

Learned  behav ior in animals is sensitive to impairm ent  or dis rup tion by phency
clidine (Domino and Luby 1972; Rodin, Luby, and Meyer 1958; Chen  Ensor, and 
Bohn er 1966; Munch 1974; and Balste r and Cha it 1976). Discrim inat ion studies 
indicate  th at  the  arylcyclohexy lamines produce effects in ani ma ls differen t from 
other psychoactive subst ances and  probably con sti tute a dis tinct class of drugs 
(Chen and  Weston 1960; Chen et  al. 1959; Domino, Chodoff and Corssen 1965; 
Bal ster  an d Cha it 1976; an d Corssen and  Domino 1966).

Repeated adm inis trat ion  of phencycl idine to monkeys and prima tes  has  resulted 
in sho rten ed periods of effec tive anest hesia  after seve ral weeks or mon ths of use. A 
sim ilar  tole rance to the  anesthetic  effect of ketamine  has  been reporte d (Luisada 
and  Reddick 1975). In monkeys receiving ketamine  3-5 t imes per  week for 6 months, 
the  durat ion  of anesthe sia was decreased by 40 percent.  Juv en ile  chimps receiving 
thr ee  doses in a 1-week period required 50 percent  more ket amine  to maintain  the  
ane sthetic effects (Luisada and  Reddick 1975). S imi lar obse rvat ions  have  been made 
in huma ns with  repeated  use of ket am ine  ane sthesia in the  tre atmen t of burns 
(Chen and  Weston 1960).

The re is some recent evidence of tole rance developme nt to the dur atio n and 
inte nsi ty of t he  effects of phencycl idine on ope ran t behavio r in monkeys with  daily 
adminis tra tion over a 4-month period. Studies examin ing  physical dependence to 
phencyclid ine associated with  the chro nic intoxica ted sta tes  do not app ear  in the  
lit eratur e (Bals ter and C hai t 1976).

In var ious animal  species, phencycl idine has a relativ ely  sho rt durat ion  of ac tion 
(Domino 1964). In the  monkey, for example, it is rapid ly metabolized  and excreted in 
the  ur ine  as conjugated di- and  mono-hydroxy metabol ites (Ober et al. 1963; and 
Glazko 1967).
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After single intravenous doses, 60 percent of th e radioisotope labels were recov
ered in the urine within 12 hours, and approximately  75 percent in 8 days (Ober et 
al. 1963). In humans, the relative concentrations of mono-hydroxy metabolite and 
the pare nt compound phencyclidine recovered in urine  afte r acid hydrolysis and 
assayed by gas liquid chromatography were 68 percent and 32 percent, respectively. 
No di-hydroxy metabolite was evident (Ober et al. 1963). Subsequently, two mono
hydroxyl metabolites were  detected in urine  from patients acutely intoxicated with

* phencyclidine af ter enzymatic hydrolysis (Lin et al. 1975). There is no evidence t ha t 
these two compounds possess cataleptic anesthetic activity.

Tissue distribution studies in animals demonstrate relatively  high and persistent 
concentrations in adipose and brain  tissue with lower and rapidly falling blood 
concentrations (Lin et al. 1975; and Corssen and Domino 1966). These results are 

* consistent with the drug’s pKa of 8.5 and lipid partitio n coefficient a t physiological
pH (Done et al. 1977). The hal f life in rat  blood after IP injection is approximately 
3V2 hours. The drug concentration half  life in the dog followed intravenous adminis
trat ion is approximately 1 hour  (Lin et al. 1975).

No evidence of acute cellular toxicity was reported  in the first  1,000 patients who 
received phencyclidine as an investigational drug. However, phencyclidine with 
res trai nt stress produced increased muscle enzyme (CPK, aldolase) levels and skel
etal muscle pathology in rats. One of seven human subjects had an increased CPK 
level following phencyclidine adminis tration.

In acute phencyclidine intoxication with coma, CPK levels g reat er than 500 uni ts 
are frequently found. In several cases where CPK has been above 20,000 units, 
rhambdomyolis preceded myoglobinuria and renal  failure. Whether this represents 
direct muscle toxicity or  is secondary to coma and muscle compression is unknown.

Evidence of hematologic, hepa tic or renal toxicity was not found by the  au thors  in 
the ir s tudy of chronic use of phencyclidine for periods grea ter than 6 months and  up 
to 5% years by history.

It has been reported that  infants born to mothers who ingested phencyclidine 
prior to conception or during the  first trimester  had increased rates of limb reduc
tion defects and triploidy. Users of phencyclidine had an increased rate  of fetal loss, 
decreased fertility, chromosome breakage and an additional  F-like chromosome.

Several female patien ts seen by the authors have by history used phencyclidine 
regularly preceeding and during pregnancy with the ir infan ts being in apparen t 
good health. One infan t born to a mother who used phencyclidine regularly jus t 
prior  to delivery exhibited poor feeding, a poor sucking reflex and irritab ility.

Phencyclidine can be detected in concentrations of 1:1000 a fter  extraction with an 
organic solvent from an aqueous solution by a color reaction with gold bromide or 
potassium permanganate (Munch 1974). The drug has been identified and qua ntit a
tively determined in extracts of body fluid (blood, urine, CSF) and tissues by thin  
layer chromatography, gas liquid chromatography with flame ionization detection, 
and with gas chromatography—chemical ionization mass spectrometry (James and 
Schnoll 1976; Reynolds 1976; and McLeod, Green and Seet 1976).

THE HISTORY OF ILLICIT PHE NCY CLIDIN E USE

Street preparations of phencyclidine have continuously changed in name, physical 
form, and content.

Phencyclidine is sold on th e west coast by such labels as Angel dust, cannabinol, 
crystal, PCP and THC (Lundberg, Gupta and Montgomery 1976; Radcliff 1975; Perry 
1975; Burns et al. 1975; and Burns and Lerner  1976). In the  midwest, among its 
stree t names are dust, tac and tic (Drug Enforcement Adminis tration 1975). On the 
east coast phencyclidine is sold as angel dust, erth , green, KW and sheets. Recently 
phencyclidine has been identified as being present in samples sold under 46 differ-

* ent names (see table 1). Many of these street nomenclatures are regional while 
others are national in scope. Although phencyclidine is represented under a mult i
tude of names, the most consisten t misrepresentation is “THC” (Burns et al. 1975; 
Burns and Lerner 1976a, Burns and Lerner 1976b, and Lerne r and Burns 1978).

When sold as THC in tablet or powder form the color may be beige, brown, blue,
* green, orange, pink, red, strawberry, white, or yellow. Phencyclidine sold as PCP 

usually appears beige, gray brown, orange, speckled pink, tan  white, white gray, or 
white yellow in color. Physical form varies from the frequent tablet, powder, crys tal
line, and granular amorphous solid to the rare liquid.

Phencyclidine has appeared on the illicit market as a powder, a tablet, a leaf 
mixture (Lundberg, Gupta and Montgomery 1976; and Radcliff 1975), a liquid, and 1 
gram “rock” crystals. The crysta lline or granular form is found most f requently in 
capsules. Phencyclidine on parsley, mint, oregano or other leaves is usually found in

33-300  0 -  73  -  22
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the form of a joint. Most street prepara tions contain the hydrochloride salt, al
though phencyclidine as the free base has been seen (Shulgin and MacLean 1976).

Since 1975, only 25 percent of the street drug samples contain ing phencyclidine 
have contained additional drugs, a smaller percentage than in earlier years. In 
1971-1974, other drugs were found in 40-60 percent of s tree t samples analyzed at 
the street drug information program at the Universi ty of Southern California of 
Medicine. LSD was present in 86 percent of all combination prepara tions, with the 
“caine” drugs accounting for ano ther  4 percent. Four percent of the samples con
tained two or more additional drugs. Phencyclidine was mixed with marih uana in 
only two of 317 samples (Lundberg, Gupta and Montgomery 1976). This trend has 
also been reflected in other stre et drug analysis programs across the United States. 
Recently, phencyclidine and its thieny l analog (TCP) have been identified in over 10 
percent of all samples analyzed at  the University  of Southern  California. Only 3 
percent of the samples containing  phencyclidine were actually  sold under the desig
nation.

The crystalline or gran ular  powder form is found most frequen tly as crystal or 
angel dust, which usually  contain 50-100 percent phencyclidine. Found under other 
names, the purity drops to a range of 10-30 percent. Most tablets contain approxi
mately 5 mg and tend to range from 1-6 mg (Lundberg, Gupta  and Montgomery 
1976; Radcliff 1975; and Drug Enforcement  Administ ration 1975). Leaf mixtures 
have been found to contain between 0.24-7.9 percent phencyclidine, averaging 1 mg 
phencyclidine per 150 mg leaves (Lundberg, Gupta and Montgomery 1976).

Phencyclidine is taken orally, by inhalat ion (smoking), insufflat ion (snorting), and 
rarely by the intravenous route.

Table 1.—Names given for material containing PCP-TCP
Amphetamine
Angel Dust
Belladonna
Cocaine
Cadillac
Cannabinol
Crystal
Cyclones
Detroit Pink
DMT (N,n-dimethyltryptamine) 
Dust
Elephant tranquilizer
Erth
Goon
Green
Hashish
Hog
Horse tranqu ilizer 
Killerweed 
KJ crystal 
KW
LSD (lysergic acid diethylamide) 
Marihuana

MDA (3, 4-methylenedlaxyamphetamine)
Mescaline
Mintweed
Mist
Monkey Dust 
Peace Pill
PCPA (para-chlorophenylalamine)
Peaceweed
Peyote
Psilocybin
Rocket fuel
Scuffle
Sheets
Snorts
Soma
STP (3-methyl-2,6- 

dimethoxyamphetamine)
Superweed
Surfer
T
TAC
THC (tetrahydrocannabinol)
TIC
TT-1.

Stree t samples analyzed have contained phencyclidine in combination with other 
drugs (barbitura tes, ethyl alcohol, heroin, cocaine, amphetamine,  Quaalude, LSD, 
mescaline, procaine). Combination prepara tions which contained phencyclidine 
(phencyclidine-procaine, phencyclidine-marihuana, phencyclidine-caffeine, phencycli
dine-cocaine, phencyclidine-doxepin, phencyclidine-LSD, phencyclidine-LSD-mesca- 
line, phencyclidine-LSD-aspirin, phencyclidine-LSD-procaine and some 4-5 drug 
combinations) have also appeared on the illicit market . In addition the presence of 
PCC (1-piperidinocyclohenone-carbonitrile) as a contaminant in some illicit phency
clidine preparations has  been detected (Helisten and Shulgin 1976).

The information needed for the prepa ration  of phencyclidine was reported over 50 
years ago with descriptions of the  reaction of 1-piperidinocyclohexanecarbonitrile 
(PCC) with Grignard reagents  (Shulgin and MacLean 1976). The majority of the 
illicitly synthesized phencyclidine is prepared according to the general  directions of 
Kalir and modified in details as required by the  availability of chemicals and



equipment. Until recently most batch operations were limited by the amount  of 
piperidine to be used (usually a maximum of 500 gms) and would produce on a 3-5 
mole scale (Shulgin and MacLean 1976).

Piperidine was felt to be the  most guarded reagent and the easiest to trace and 
for these reasons manufacturers would pay as much as $1,000/kg for a nontraceable 
bottle. Now piperidine is no longer the “limiting step” as it has become readily 
available, leading to the  manufacture  of larger  quantities  of phencyclidine.

In addition, a new solvent for distillation tha t should preven t fires and explosions 
is now available. Manufac turing is now done in larger, bett er equipped laboratories 
that  are capable of producing grea t quantities of phencyclidine. Illegal laboratories 
containing as much as 25 million dollars worth of phencyclidine have been raided. 
The last major seizure (in the Los Angeles area) of an illicit laboratory in 1977 
yielded 900 pounds of phencyclidine.

Recently an illegal laboratory was raided by the Drug Enforcement  Administra
tion in the Michigan area. Officials estimated that  the $200 investment in chemicals 
could produce phencyclidine worth approximately $200,000 on th e s treet.

According to the Drug Enforcement Administration, major production centers 
have been discovered in Washington, D.C., Detroit, Los Angeles, and San Francisco.

Complex and formal distribu tion systems now exist which mirror the heroin 
connection. In some areas  phencyclidine has surpassed heroin in stree t price. The 
same criminal elements tha t are  selling opiates are now also selling phencyclidine. 
Phencyclidine sold as THC or Angel Dust is usually worth from $25-$200 per gram 
and upwards of $1,000 an  ounce. Individual phencyclidine join ts vary from $l-$20 or 
more.

Various patte rns of phencyclidine use have emerged over the past several years. 
First  time users report smoking a cigarette containing phencyclidine unknowingly 
or in an experimental  fashion. Although the occasional or recreational use patt ern 
is seen, its development is mediated by an initial  experience of unexpected and 
unpleasant effects (Burns et al. 1975; and Burns and Lerner  1978). In areas where 
the drug has been continuously available, i t has gained a preferred drug status with 
small cluster groups of individuals who have used it on a chronic, daily basis for 
periods of 6 months to 6 years (Burns et al. 1975; and Burns and Lerner 1978). 
Requests for the auth ors’ services through a national consultat ion service (Lerner, 
Burns, Linder and Associates) reveal chronic users in California, District of Colum
bia, Hawaii, Kansas, Kentucky, Maryland, Nevada, and Washington.

In the San Francisco-Oakland area chronic users purchase phencyclidine in gram 
amounts ranging from $85-$125 per gram. Money for the purchase of phencyclidine 
is generally  provided by a par tne r through dealing, hustling, or Social Security 
Insurance (SSI). Wholesale deale r’s costs average from $40-$50 per gram, $200-$300 
per quar ter ounce, and from $700-$1,000 per ounce.

FACTORS RELATED TO INCREASED PHENCYCLIDINE POPULARITY AND USE

When phencyclidine made its illicit debut in 1965 it was marketed as a mild 
psychedelic. Dealers described this  new drug as a mild psychedelic, “a little stronger  
than marihuana,” and sold it in tablet and capsule form. The effects were often 
unexpected. Since the dosage could not be titra ted, users often experienced an 
adverse reaction. Hence, phencyclidine gained a bad reputation  and subsequently 
was not seen on the  streets.

By 1972, a change was observed in both the method of use and the attitude of 
users about the drug. A conversion had taken place from using phencyclidine orally 
in table t or capsules to smoking it on leaf material. By this  newly discovered 
method the user was able to more effectively control the dosage, thus decreasing the 
chance of overdose. Experienced users for the first  time were able to inform new 
users how to take it effectively and to describe what the effects would be like. As 
first time users were now being prepared for this unique experience and with better  
methods of controlling the dosage, the popularity of phencyclidine spread rapidly. 
Illicit laboratories increased in proportion to the new demand for material.

Because of the ease of manufactur ing phencyclidine in clandest ine laboratories, 
its availability has dramatical ly increased. Youth are now using phencyclidine in 
social settings in a simila r fashion to marihuana. As other drugs of abuse become 
difficult to obtain, phencyclidine in many areas  is continuously available. Hence, 
groups of users are likely to select phencyclidine as thei r drug of choice and to 
share it with  their friends.

Due in part to the lack of full  information about the effects and dangers associat
ed with phencyclidine, the drug continues to expand in popularity among youth. In 
general, users are still under the misconception tha t phencyclidine is merely “a 
little  stronger  than  mar ijuan a.” Young users who were questioned about the differ-
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ences between LSD and  phencyclid ine unifo rmly  responded th at  LSD was a much 
more  dangerous  drug and th a t they would not use it. Phencyclidine , however, does 
not  have this connotation. Un til this is changed, usage is likely  to cont inue to 
increase.

The abuse of phencyc lidine  and other arylcyclohexylamines has  emerged over the  
pas t 12 years.  As s tate d ear lie r, phencyclidine was firs t seen illici tly in 1965, in Los 
Angeles (MacLean 1977). Two years la ter it app eared in San Francisco under  the  
guise of the  “PeaCe Pi ll” (Burns et al. 1975). With  media  coverage of the  adverse 
effects, phencyc lidine disa ppeared from the  str ee t scene in the San Francisco are a 
in 1968, a t which time it surfaced on the  eas t coast  under  the guise  of “Hog.” Since 
the n it has been seen with increasing frequency throughout the  United State s.

In 1969, the  N-ethyl ana log of phencyclidine, PCE, cyclohexamine, appe ared  on 
the street s in Los Angeles  (Shulgin and MacLean 1976).

By 1972, due to the  “rip ple  effect,” phencyclid ine app eared in five State s, from 
Cali fornia to New York (see tab le 2). It should be noted  th at  the  PharmCh em 
Research Foun dation , which  provided  this dat a, is only one of many stree t drug  
ana lysi s programs ope rati ng in the  United States. Therefore , the  epidemiology of it s 
abus e is not necessarily  reflected by these figures.  Louisville,  Ky., an d Eugene, Oreg. 
presented the  greates t incr eases in str ee t dru g samp les con tain ing  phencyclidine.

In 1974, the  Thiophene ana log  of phencyclidine, TCP, was firs t ident ified in 
Hawaii. That same yea r phencycl idine h ad spre ad into  ano ther  four states.

By 1975 th e use of bo th phencycl idine and  TCP had spread  to 22 States. TCP was 
sold on the  west coast in Los Angeles, Newport Beach, Sa nta Cruz, and  Sacramento . 
Outs ide of California, TCP was being  sold in Eugene and Coos Bay, Oreg., and 
Seatt le and Tacoma, Wash.

In 1976 phencyclidine app eared in ano the r two State s. The  use of TCP decreased 
sligh tly, although  it rem ained popular in Oregon and Wash ingto n.

During the  first  11 months of 1977, phencyclid ine was ident ified  in 28 State s, 
exceeding all prior  years. For  the  fir st time samples  of phencyclidine were received 
from Indiana,  Kansas, and Nevada. Since the se samp les were  in the  powder form, 
the  possibility of sop histi cated chronic use was evident. Although they  were Ph arm 
Chem’s firs t samples from the se States, it is unl ike ly th at  phencyclidine had not 
been avai lable  previously.  For example, alth ough Pharm Chem ’s firs t sample from 
the Kansas are a was received  in 1977, the  num ber  of cases seen by the  Dist rict 
Attorn ey’s Office in Pla the , Kans ., had doubled dur ing  th at  year.

Recently PHP  l-(l-pheny lcyclohexyl)pyrrolidine was iden tified on autopsy in the  
body of an individual who was shot and killed by a police officer  in Los Angeles— 
the  firs t documented str ee t app ear anc e of thi s analog.

*
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TABLE 2 — DISTRIBUTION OF PCP-TCP BY STATE 1

State 1972 1973 1974 1975 1976 1977 *

Alab am a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Alaska . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Ar izon a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X
Arkansas . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ca lifo rn ia. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .......... X X X X X X
Colorado . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .......... X X X X X X
Con ne ct icut . . . . . . . . . . . . . . . . . . . . . . . . . X X
De law are. . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dis tric t of Colum bia. . . . . . . . . . . . . . . X X
Florida. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .......... X X X X X X
Georgia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
Haw ai i. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Idah o. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Il li no is . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X
Indian a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X
Io w a. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X
Kansas. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
Kentucky . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
Louisiana. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
Maine. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
Marylan d. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Massachu set ts. . . . . . . . . . . . . . . . . . . . . . . X X X
M ichig an. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
Min nesota. . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
Mississ ipp i. . . . . . . . . . . . . . . . . . . . . . . . . . . .
M isso ur i. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Montana. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Nebraska. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
New Hampshire. . . . . . . . . . . . . . . . . . . . . X X
New Jersey . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X
New M ex ico. . . . . . . . . . . . . . . . . . . . . . . . .
New York. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .........  X X X X X X
North Carol ina. . . . . . . . . . . . . . . . . . . . . . . . X
North Da kota. . . . . . . . . . . . . . . . . . . . . . . . .
O h io . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
Ok lahoma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X
Oregon. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
Pennsylvania. . . . . . . . . . . . . . . . . . . . . . . . . X X X X
South Carol ina . . . . . . . . . . . . . . . . . . . . . . .
South Dakota . . . . . . . . . . . . . . . . . . . . . . . .
Tennessee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Texas. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
Utah . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
Verm ont . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Virgin ia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X X
Washin gton . . . . . . . . . . . . . . . . . . . . . . . . . . . X X X X X
West Vi rg in ia . . . . . . . . . . . . . . . . . . . . . . . . .
Wisc onsin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X
Wyoming. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Total S ta te s. . . . . . . . . . . . . . . . . . . . . . . . .  5 17 21 22 24 28

'A s confi rmed  by street  drug analysis. 
2 Reporting period January-November.
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DEMOG RAPHY—EPIDE MIOLOGY OF ILLICIT USE

A dear th of lite rature exists on the nature  and extent of use of phencyclidine and 
its 30+ analogs. The major Federal sources for determining changes in emerging 
drug trends  are the Client Oriented Data  Acquisition Process (CODAP), the Drug 
Abuse Warning Network (DAWN), and the  National Youth Polydrug Study (NYPS).

The CODAP system provides the largest available nationa l data  base of pat ients 
in treatment. All drug abuse trea tment  and rehabilitation programs receiving Fed- **
eral funds are  required to collect and repo rt data.

Drugs of abuse are divided into 14 categories. Phencyclidine is classified incorrect
ly as a hallucinogen, with LSD, mescaline, MDA, DMT, mushrooms, peyote, and 
other drugs. Since CODAP has no flexibility in identifying and analyzing phencycli
dine independently from the other  drugs, this data source is not useful for our *
purposes.

The DAWN system has been in operat ion since the spring of 1973. Hospital 
emergency rooms and inpati ent units, crisis centers and medical examiners (coro
ners) in 24 selected Standard Metropolitan Statistical Areas (SMSA’s) are contracted 
to report incidents of adverse drug reactions to the DAWN centra l office. In each 
report, the victim’s age, sex, race, employment and trea tme nt statu s are noted, as 
well as the drug used, the route of administ ration , the source of the drug, and the 
form in which it was acquired.

DAWN data, however, includes only those phencyclidine users who had adverse 
reactions that  required agency intervention . There is no record of the user who 
ingests phencyclidine without an adverse reaction or who handled such a reaction 
without agency intervention.

Also, the DAWN data are collected only in the major SMSA’s. As an example, in 
California, DAWN data are collected only for the Los Angeles, San Francisco- 
Oakland and San Diego areas. Data are  not available from 51 of California ’s 58 
counties. Even within these reporting counties the DAWN reporting  system—emer
gency rooms, inpat ient units and crisis centers—is not complete. Tha t is, within 
these communities many phencyclidine-related problems are trea ted that  are never 
reported to DAWN.

Those phencyclidine cases which are reported  frequently lack complete informa
tion. The victims are often not in suff iciently stable condition to respond properly to 
questions and are not commonly re interviewed upon recovery.

From September 1972 through March 1973, phencyclidine was ranked as the 
twenty-third most abused drug in the DAWN system. During the period from April 
1973 through March 1974, it rose to the twenty-first  position. By the following year,
April 1974 through April 1975, phencyclidine use had increased to the fifth position.
For the reporting period from May 1975 through April 1976, phencyclidine contin
ued to rank overall as the sixteenth most frequently abused drug. For the youth 
population between 12 and 18 years of age, however, it  was in tenth place.

For this youth population between February and May 1976, there were 294 
patients trea ted in emergency rooms, 330 patien ts seen in crisis centers, and 2 
patients seen by coroners. During the  same period phencyclidine ranked as the 
eleventh most frequently abused drug in Philade lphia and Washington, D.C.; sev
enth in Chicago and Cleveland; fifth in Minneapolis and Los Angeles; fourth in 
Detroit; and first in the  San Francisco-Oakland area.

White males (61 percent) are twice as likely as white females (32 percent) to 
report to DAWN emergency rooms. For crisis centers, however, white males and 
females are reported at approximately the  same rate, 42 percent. The use of phency
clidine by m inorities accounts for only 6 percent of the mentions from crisis centers 
and 7 percent from emergency rooms.

Ninety-one percent of phencyclidine users seen in crisis centers reported thei r 
source as a “street buy,” whereas with emergency rooms only 49 percent reported 
“street  buys” as thei r source.

The prime motivation for phencyclidine use among patients seen in both crisis 
centers and emergency rooms is for the  “psychic effects,” which account for 73 
percent of the  mentions. Phencyclidine users from the crisis centers are much more 
prone (28 percent) to report dependence as  thei r motivation than  a re the  users from *
emergency rooms (2 percent).

Crisis cente rs data  indicate tha t the age group of 12 to 13 years for white females 
seems to be a t particu larly high risk. Furthermore, 42 percent of the phencyclidine 
mentions in this age group reported dependence as thei r prime motivation for use.

From September 1976 to March 1977, youth from 12 to 18 years of age were 
interviewed on admission for drug treatm ent  as part  of the NYPS. In all, 2,750 
patients  from 97 t reatmen t programs in 39 States participated in this study.



These patients represented a national sample of youth in trea tment  from all 
regions, and from the major trea tment  modalities. They were sampled selectively 
for sex, race, and ethnic grouping by geographic region. Information contained in 
this new data base is the most comprehensive data available on youthful abusers.

There is a high degree of similarity between the NYPS sample and the CODAP 
youth subsample. Hence, information obtained from the NYPS on drugs of abuse 
such as phencyclidine that  are not reported separa tely in CODAP may now be 
estimated using this new da ta source.

TABLE 3.— COMPARISON OF SUBJECTS WHO "EVER USED" WITH THOSE WHO "NEVER USED”  PCP, ON DEMOGRAPHIC AND 
BACKGROUND CHARACTERISTICS

Used PCP Percent
Did not 

use PCP Percent Total Percent

Sex * :
Males . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 534 31.9 1,138 68.1 1,672 100
Females. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

*X 2 = .O 2  (N .S .);  d f s = l .
336 31.6 725 68.4 1,061 100

Race 2 :
W hite . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 784 42 1,068 58 1,852 100
Blac k. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33 8 354 92 387 100
American In dian . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 18 13 116 87 134 100
Hisp an ic. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2 X2 =  282 .3; d fs = 3 ; p< .0 0 01 .
27 9 274 91 301 100

Res idence 3 :
Urban . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 544 29.9 1,274 70.1 1,818 100
Suburban. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 194 44.1 246 55.9 440 100
Rural and small to w n. . . . . . . . . . . . . . . . . . . . . . . .

S X2 = 3 4 .2 ; dfs =  5; p < .0 0 1 .
131 29.6 312 70.4 643 100

7 S.D. N 7 S.D. N t P <

Age . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.2 1.4 875 15.8 1.3 1874 7.1 0.001
Educa tion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.4 2.6 873 9.0 2.5 1853 3.7 .001
Socioeconomic sta tu s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 45.4 13.8 875 41.0 15.1 1874 7.6 .001

PCP USE WITHIN THE NYPS SAMPLE

Of the 2,750 clients under 19 years of age in the NYPS sample, 857 (31.8 percent) 
reported having ever used PCP, with 561 reporting the use of PCP during the three  
months prior to admission. The prevalence of PCP in this sample is the highest 
reported in any national sample for adults  or for youth. PCP ranked  seventh in 
prevalence among the fourteen types of drugs in the sample, and it was abused 
more f requently than  many other  well known substances such as inha lants (abused 
by 28.9 percent of the sample), o ther  sedatives (abused by 28.8 percent) , or cocaine 
(abused by 25.8 percent). A comparison of PCP users with clients who never used 
PCP (see Table 3) indicates that  similar proportions of both males and females use 
PCP (32 percent); tha t proportionately more whites use it than  other racial groups 
(42 percent  of whites compared to 8 percent of blacks, 13 percent of American 
Indians, and 9 percent of Hispanics); t ha t PCP use is more frequent in the suburbs 
(44.1 percent of all suburban  clients compared with about 30 percent from urban 
and rura l settings); tha t PCP users are  slightly older at admission, with somewhat 
more years  of education and have a higher Socio-Economic Status than  users of 
other  drugs.2

Frequency of  Use of  PCP.—Among the 561 current users of PCP (see Table 4) 
approximately 50 percent were found to be using it at an average frequency of a t 
least once per week dur ing th e thre e months prior to admission.

The Onset o f PCP Use.—The mean age of first PCP use was 14.6 years of age and 
the mean age of firs t continuous use was 14.8 years. Females reported the earlie r 
mean age of first use for PCP: 14.4 years compared to 14.7 years for males. This

2 The SES measure  employed in thi s ana lys is was based on a formula which was especially
developed for this  analys is, and which was found to be more  discrim inat ing than  the  Hollings- 
head-Redlich formula. It included the  educational level of both parents , ra ther  than  only that  
of the  head of the household,  and  also included cons ideration of the  subject ’s income, and  
whether or not the  family was on welfare, in addition to the occupational level of the  head of 
household.
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finding is consistent with most othe r drug types in this study (except alcohol, 
marihuana, and inhalants).

TABLE 4 — CURRENT FREQUENCY 1 OF PCP USE BY SUBJECTS CURRENTLY USING PCP

Number Percent

Less than once  a m on th . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Once a m on th . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 to  3 tim es  a m onth . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Once a w e e k . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
2 to  3 tim es  a w e e k . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4 to  6 tim es  a w e e k . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
D a il y . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tw ice  a d a y . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3 or more  tim es  a d a y . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

97
69

112
83
99
28
41
12
20

17.3
12.3 
20 .0 
14.8
17.6

5.0
7.3
2.1
3.6

Tota l. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  561  100.0

1 “ Cur re nt " fre quen cy  is defined  as the  ave rage fre quen cy  of use du rin g 3-mo. per iod before  adm ission.

In the  comparison of age of first use of PCP across ethnic groups, American 
Indians were noted to have the earl iest mean age of first  use (13.89) closely followed 
by Hispanics (14.00). (The number  of PCP users in these two groups, however, was 
too small to draw any inferences.) Whites reported the third earliest age of PCP use 
with a mean of 14.58, and blacks were the  oldest (15.25).

Regional Distribution of  PCP Use.— The National Youth Polydrug Study divided 
the United States into seven sampling regions. It should be s tated that  the sample 
was not stratified by region, which means the proportion of the youth population in 
trea tment in each region was not a criter ion for inclusion in the sample. It may be 
tha t certa in states  are overrepresented in proportion to the ir population, e.g., the 
relatively large number of cases in the  sample from Illinois and Florida. Conversely, 
we know from the DAWN system th at  the San Francisco Bay area is one of the 
centers of PCP use, and is underrepresented  in this  sample.

The regional prevalence of PCP in the  NYPS sample indicates that  the Great 
Lakes and the Midwest regions show the highest rate  of PCP use with 46.6 percent 
(N = 270) and 46.4 percent (N = 116) of each region’s clients ever using PCP. Since 
the number  of clients from these regions is fairly large and these clients were 
admitted to 29 different  treatment programs these data seem to be a valid represen
tation of PCP use in these regions. They exceed the rates  reported in DAWN and 
probably reflect the increased trend of PCP use among youth during the past two 
years. Other regions show PCP to be used by 31.5 percent of the clients from the 
Southeas t (N = 153); by 27.2 percent of the clients from the West Coast; by 24.2 
percent of clients from the Northeast; and by 23.8 percent of clients from the 
Southwest.

The PCP User vs. the Nonuser.—Perhaps one of the  most notable differences 
between those who ever used PCP and those who did not is the  greate r involvement 
of the PCP users in polydrug abuse: PCP users reported using twice as many 
substances as the nonuser of PCP, with PCP users reporting  a mean of 6.0 sub
stances ever used (S.D. = 2.6), while non users of PCP reported a mean of 2.8 sub
stances ever used (S.D. = 1.8), (t=33.4, p<.0001). PCP users also reported  a higher 
mean number of drugs used during  the  thre e months prior to admission to trea t
ment: 5.8 substances (S.D. = 2.6) compared to a  mean of 2.6 substances (S.D. = 1.8) by 
nonusers of PCP (t=28.1, p<.0001). Thus, for this youth population seeking trea t
ment for drug abuse, PCP use is an integral part  of a large r polydrug abuse problem 
tha t is more serious and complex than for the  nonuser of PCP.

It is of particular  intere st that  not a single subject who used PCP in this study 
used only this substance. All PCP users used other substances either at other times 
or concurrently with PCP. Almost all of the PCP users used marihuana: 99.5 
percent. Other drugs reported used by PCP users were: alcohol (by 97.7 percent of 
PCP users); hashish (by 77.8 percent of PCP users); amphetamines (75.8 percent); 
hallucinogens (72.2 percent). Aside from alcohol and marihuana,  which are almost 
universally used in this sample, and aside from hashish, PCP is next most often 
used by users of amphetamines and hallucinogens.
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Table 5.—Correlations o f client  descriptors with regular use o f PCP
Correlation with 
regular PCP use

Number  of drugs regularly used ................................................................ 0.63
Race (white) ................................................................................................  .31
Used more than one drug at  a time ...........................................................  .31
Number  of times became drun k...............................................................  .22
Number  of arrests  for drug offenses..........................................................  .19
Number of O.D.’s ........................................................................................  .18
Number of times “picked up” by the police..............................................  .18
Number  of obstacles to school attendanc e.................................................  .17
Listed more types of problems as reasons for entering t reatmen t...........  .16
Number of arre sts for violent and weapons offenses................................  .16
Socioeconomic status...................................................................................  .14
Number of arrests for proper ty offenses....................................................  .14
Age of admission.........................................................................................  .12
Adjudicated delinquent..............................................................................  .12
Treatment program located in the sub urbs..............................................  .11
Admitted to outpa tient drug t rea tment  program...................................... —.11
Referred to trea tmen t by p eers..................................................................  —.10
Number of suicide att em pts .......................................................................  .10

When looking a t the use of multip le drugs from the other  direction, we find tha t 
the users of other sedatives (61.7 percent), over-the-counter drugs (61.6 percent) and 
other opiates (61.1 percent) were most likely also to have ever used PCP.

A PROFILE OF THE PCP USER

A correlational profile of the PCP user was developed from analysis in which PCP 
use was correlated with each of 33 demographic, social history, and background 
variables. A th ree point scale measure  was utilized for PCP use, as follows: a  score 
of 1 was assigned for no PCP use, a score of 2 for ir regu lar PCP use, and a  score of 3 
for regular PCP use. Table 5 presents the list of the 18 variables (from among the 
33) which had a bi-variate correla tional value of .10 or greater  with PCP use. The 
profile of the PCP users (compared to the nonusers), which was derived from this 
analysis, is as follows, (listing the  descriptors in rank order of magnitude of the 
correlation): (1) used regularly a grea ter number of different drugs; (2) white; (3) 
more often took more than one drug  a t a time (in combination) “to boost, balance or 
counteract the effects” of one drug; (4) became drunk from drinking alcohol more 
often; (5) had more arrests for substance related offenses; (6) were picked up more 
times by the police; (7) had more overdose episodes (OD’s); (8) reported more obsta
cles to school attendance; (9) had more arrests for violent and weapons offenses; (10) 
listed more types of problems as reasons for contacting a treatm ent  program; (11) 
more arrests for property offenses; (12) higher socio-economic s tatus;  (13) older; (14) 
adjudicated delinquent; (15) tended to reside in suburbia; (16) more often was ad
mitted to treatm ent in hospitals and residential settings  than  to outpatient  settings; 
(17) more often made suicidal attempts; and (18) less often were referred to tre at 
ment by peers.

Predicting “Regular"  use o f PCP.—The variables employed in constructing the 
profile of the PCP users were also used to “predict” regular use of PCP. Clients 
were divided into two groups, regular PCP users (those using PCP at least once a 
week for a period of at least one month) and those who did not use PCP at all. 
Clients who had used PCP minimally, but never at a frequency of at  least once per 
week for a period of one month, were excluded from th is analysis. The analysis was 
composed of two steps: first, a bivaria te correlation of all the  variables included in 
the analysis; second, a step-wise multiple regression in which the dependent vari
able is the regular use of PCP and the independent variables are a subset of the 
variables appearing in the correlation.

The bivariate  correlation of the  variables employed to predict regular  PCP use 
showed tha t the strongest association of regular use of PCP is the number of 

< substances regularly used (“Regsum”): r= .63.  Since it seems reasonable to consider
the relationship of demographic and other variables to PCP use separately from the 
question of how many other drugs the subject has used, we did not include this 
variable, “Regsum,” in the equation of the step-wise multiple regression. The o ther 
background variables accounted for 16.8 percent of the variance  in the differenti
ation of the regular PCP users from the nonusers (see Table 6). It might, thus, be 
said tha t it provides only one-sixth of the information tha t would be needed to 
“predict” accurately regular PCP use. The rank order of these  variables, according
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to the ir relative abilities to “predict” to regular PCP use is as follows: (1) Race, 
(being white), accounts for 9.1 percent of the variance; (2) “the number of times the  
client got drunk” was the next variable in the equation, and added 2.5 percent to 
the explained variance, after controlling for race; (3) the number of OD’s added 2 
percent to the explained variance, afte r controlling for the two previously indicated 
variables; (4) “the number of obstacles to school attendance” added 1.2 percent to 
the explained variance, a fter controlling for the above-listed variables; (5) age added 
1 percent; (6) suburban residence (versus living in an urban or rural location) added 
.4 percent.
TABLE 6 .- T H E  REGRESSION OF DEMOGRAPHIC AND OTHER HISTORY VARIABLES ON REGULAR USE OF PCP (STEP-WISE MULTIPLE 

REGRESSION PROGRAM) (DEPENDENT CRITERION VARIABLE: REGULAR USE OF PCP)

Variable

Race ( 1 = white; 0 = oth er) . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Frequency of getting drun k. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
No. of overdose s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
No. of obstacles to school atten da nce. . . . . . . . . . . . . . . . .
A ge . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Suburban ( 1 = fr o m  the suburbs; 0 = o th e r) . . . . . . . .
Referred by pee r. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Socio economic status . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Months employed last 2 ye ar s. . . . . . . . . . . . . . . . . . . . . . . . . .
Death of a parental figure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Inta ct fami ly structure ( 0 = intact; 1= b ro k e n ) . . . .
Sex. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
No. of suicide at tempts. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Beta
Signif icance

( P = ) Variance (R 2 ) Simple

0.22 0.0001 0.091 0.30
.12 .0001 .025 .22
.11 .0001 .02 .18
.12 .0001 .012 .17
.08 .0001 .004 .12
.06 .001 .004 .11

- . 0 6 .002 .002 - . 1 0
.03 .20 .001 .13
.02 .21 .001 .11

- . 0 3 .13 .001 - . 0 3
- . 0 2 .20 .001 - . 0 2

02 .37 .00
.01 .68 .09

The variables tha t did not ent er into the equation to a statist ically significant 
degree in explaining or predicting regular PCP use were sex, socioeconomic status, 
education, the number of months employed in the last two years , intactness  of the 
family, and the number of suicide attempts . Some of these  variables did not enter  
into the equation since they are significantly correlated with variables tha t had 
already  been entered into the regression equation. For example, SES and employ
ment are related to being white (race) and living in the  suburbs (residence). Suicide 
attem pts may have been excluded from the equation since they are correlated with 
OD’s (r=.15). Education, which is highly related to age, was not included in the 
regression for the same reason. However, the sex variable was excluded from the 
regression equation because i t was not associated with regular use of PCP; the re is 
no difference between the sexes in thei r predisposition to be regu lar users of PCP.

The PCP User in the NYPS—A Summary.—The above review of PCP use in the 
NYPS indicates tha t the spread of thi s substance into the youth population occurs 
primar ily among the white suburban population and tha t PCP has not as yet 
reached the  same level of use within the inner city or among the  underprivileged 
minorities. PCP is being added to an already existing pattern of multip le substance 
use and is not used by youth who do not use other drugs.

Two thirds of those young clients in the NYPS sample who ever tried PCP used it 
at least weekly. PCP is likely to be used by clients who have a previous history of 
trea tment  e ither  for substance use or emotional problems. Self-destructive behavior 
is also much more prevalent among the PCP users as compared with nonusers of 
PCP. The PCP users were also found to have a more extensive involvement in the 
crimina l justice system and more dysfunction in the education system. Lastly, the 
PCP users were found to be characterized by the ir low level of heroin  use. Whether 
the dependence of adults on heroin  is also associated with a lower prevalence of 
PCP, as found among youth, is ye t to be determined.

HOSPITAL-BASED YOUTH STUDY

The authors conducted a study of 179 youthful (age 12-18 years) phencyclidine 
users seen at one county hospital in the San Francisco Oakland area between 1968 
and 1976.

During the eight year period the  majority of these patients (76.3 percent) were 
males, with a mean age of 16.8 years. The races represented were 96.1 percent 
Caucasian, 2.8 percent black and 0.6 percent Asian.

A large proportion of these patie nts were transported  to the  hospital by public 
transporta tion.  The majority were brought to the emergency room by police vehicle 
(43.0 percent) or ambulance (31.8 percent). In most cases these patients were accom-

*
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panied by police (39.1 percent), emergency service a ttendants (32.4 percent), pa rents  
(11.7 percent), friends (5.0 percent) and rarely  by drug trea tment  s taff (2.8 percent).

Reasons for hospital contact were primarily trea tment (75.4 percent), a medical 
check for juvenile  hall (12.3 percent), public service evaluation (4.5 percent), or a 
medical check for police (3.9 percent). In most cases these phencyclidine users were 
retained for observation (43.6 percent), admitted to the emergency room (35.2 per
cent), or admitted to a service (2.2 percent). Only 16.8 percent of these patients  were 

* immediately checked and  released.
At the time of hospital contact, about half  (49.2 percent) of the patients  were 

disoriented, a third (31.8 percent) were uncooperative, and a qua rter  (26.8 percent) 
were either awake with decreased consciousness or were stuporous or comatose.

The majority of these patie nts (80.4 percent) had taken only phencyclidine prior to 
hospital presentation. The most popular substance taken in combination with phen
cyclidine was alcohol (15.1 percent), followed by barb itura tes (1.1 percent).

Among this youthful population, a quarter  (24.0 percent) were chronic users of 
phencyclidine. These patients qualified as chronic users by having taken phencycli
dine on a regular basis for g reat er than a six month period with multiple hospital 
admissions for phencyclidine-related problems. The youngest chronic user was a 15- 
year-old female.

SIMILARITIES IN DRUG STUDY FINDINGS

A number of consistent pat tern s appear from an analysis of the data from the 
DAWN, NYPS, and the authors studies1 on phencyclidine.

There is an overrepresentation of Caucasians among phencyclidine users, account
ing for more than  90 percent of all identified patients. This trend  is observed in all 
of the major data sources. However, it should be noted that  in certain geographic 
areas phencyclidine use appears to be limited to other  specific groups, such as 
blacks (Washington, D.C., Watts) and Mexican Americans (San Jose).

The majority of the individuals report the “psychic effects” as thei r primary  
reason for continued use of phencyclidine. Among all individuals exposed to this 
drug, approximately 23 percent become chronic users. Males represent the highest 
number  of chronic users as well as hospital emergency room contacts for problems 
related  to phencyclidine.

Phencyclidine users utilize and apparently need more medical trea tment services 
than other drug users.

PROBLEMS SEEN WHERE PHENCYCLIDINE IS CONTINUOUSLY AVAILABLE

As the availability of phencyclidine increases in a community, there  is a direct 
relationsh ip with the number of emergency room contacts and community problems 
such as driving under  the influence and violent and bizarre behavior—behavioral 
toxicity.

In San Jose, California, the  police departmen t has gathered data on seizures of 
phencyclidine for the past three years. During the first quar ter of 1975 
(January-March), 69.7 grams of phencyclidine were confiscated. The following year 
during the same period, 125.1 grams of illegal mater ial were collected. For the first 
qua rter  of 1977, 3,951 grams of phencyclidine have been recovered.

In 1976 for the first qua rter there  were 69 patients trea ted for phencyclidine- 
related problems; in 1977, 100 patien ts were seen during this same period.

New problems have surfaced in communities (Alameda, Santa Clara, and Los 
Angeles) in direct proportion to the frequency and regularity  of phencyclidine 
abuse. Violent and bizarre behavior is seen in the home, in public places, and in 
schools, often disrupting  education. Young people exhibit unexplained speech prob
lems, memory loss, think ing disorders, personality changes, anxiety, severe depres- 

9  sion, and suicidal and homicidal tendencies.
An increasing number of young people appearing violent, bizarre, unresponsive, 

extremely confused, or acutely psychotic are being seen in local emergency rooms. 
With increased use of phencyclidine, an upsurge in violent crimes tha t culminate in 
homicide is observed.

Police report erra tic driving and inappropriate  behavior following automobile 
» accidents in individuals who have no apparen t evidence of alcohol or sedative

hypnotic ingestion. On toxicological examination only the isolated presence of phen
cyclidine is often discovered.

Young people who are observed to be highly intoxicated in public are often 
arres ted for sale, possession, and being under  the  influence of phencyclidine. In 
addition, an increasing number of referra ls by family, friends, and the criminal 
justice system are made to community drug abuse programs in an effort to deal 
with this new drug problem.
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The following are typical cases that  illust rate the problems seen in youth on 
phencyclidine.

Case 1.—A 15-year-old Caucasian male with no clothes on was found by police in a 
field, hanging on to a barbed wire fence. He was disoriented and incoherent upon 
questioning. A physical examination revealed a confused, disoriented youth with 
inflamed eyes, bloody mouth with an upper incisor missing, multiple scratches of 
the trunk, and scratches and lacerations of extremities. Fluctua tions in orientation 
were observed over the next seven hours ranging from cooperative and aler t to 
unrousable. Prior to being discharged the  patient stated  tha t he had “smoked some 
phencyclidine and got awfully stoned.”

Case 2.—A 17-year old Caucasian male arres ted by police had allegedly ingested 
several phencyclidine joints, and over a 1 hour 45 minute  period became progres
sively uncommunicative and withdrawn. The youth was t ransported  from jail  to a 
local emergency room. On admission he was observed lying quietly, eyes wide open, 
with a  broad smile on his face. Although responsive to commands, he was only able 
to mouth words rather  than  speak. When given ipecac, he vomited green parsley 
flakes. Over the next six hours  he alte rnated between quietly staring at the ceiling 
and being abusive, agitated, combative, and fighting restra ints. Upon regaining 
normal o rientation, he was observed for two additional hours and released.

Case 3.—An 18-year old Caucasian male ingested tablets  and capsules in his 
possession prior to a police traffic stop. Immediately afte r the officers depar ted he 
was driven to an apar tmen t where the  other occupants of the automobile induced 
vomiting of what they believed was all of the ingested materia l. Later  he began 
screaming and having convulsions. He was dr iven to a local hospi tal where he was 
pronounced dead on arrival . The coroner ruled tha t death was caused by aspiration 
of gastric contents due to phencyclidine ingestion. Phencyclidine (urine level of 0.5 
mg/ml) was the only drug found on toxicological examination.

Case 4.—A 15-year old Caucasian male reported to be “out of hand ” was seen at a 
local medical center for bizarre behavior. He had been involved with drugs and 
talked about “getting it all over.” Late r tha t month, he was found hanging by an 
electrical cord from a beam in his garage. Toxicological examination revealed a 
phencyclidine blood level of 0.10 mg/ml. No other drugs were detected.

Case 5: During the summer a youth  gave a pool party  while his parents were 
away on vacation. A 17-year old Caucasian female guest was discovered at the 
bottom of the swimming pool. Post mortem examination revealed no head or neck 
trauma and the isolated presence of phencyclidine in th e urine  (0.5 mg/ml).

Case 6: Distressed over a college setback, a 17-year old Caucasian male snorted 
phencyclidine for the first time, with friends. He lost consciousness, becoming 
apneic and cyanotic. On admission to the emergency room this semiconscious pa
tien t was agitated, had writhing movements of a ll extremeties, vomited, and had 
copious nasal and oral secretions. Within three  hours he appeared alert;  th ree hours 
later  he was cooperative and completely  oriented.

Case 7: A 16-year old Caucasian female smoked “a crystal join t” while at school 
and began act ing bizarre. School authori ties notified her mother who brought her to 
a local hospital. On admission she was dazed and unable to recall who gave he r the 
drug or how much she had taken. The patient was or iented to person and place. A 
blood sample taken on admission was negative for sedative hypnotics. Urine ob
tained at the same time for toxicology was positive only for phencyclidine, with a 
value of 0.5 mg/ml. The patient became fully oriented 2% hours late r and was 
discharged.

Case 8.—A 16-year old male, acting belligerent and combative, was brought to the 
hospital from a party where he had smoked “crystal ” and drunk beer. On admission 
he was drowsy but responsive to verbal  stimuli. There were abrasions on his right 
arm and face. Over the next three hours he became verbally abusive, belligerent, 
and uncooperative and was t rans ferre d to the county hospital. Initial ly violent, he 
alternated between periods of sleep and moaning. Toxicology screen obtained at this 
time revealed a phencyclidine urine  value of 1.1 mg/ml. Over the next 15% hours 
the patient became aler t and oriented  and was subsequently discharged.

HOMICIDES

In addition to hospital presen tations  for complications related to phencyclidine 
intoxication, recently there  have been several homicides committed by youth in 
which phencyclidine was implicated (San Jose and Los Angeles, California; Las 
Vegas, Nevada; Kansas City, Kansas). The defense a ttorneys in the majority of cases 
claim th at the ir clients were not gu ilty either by reason of diminished capacity or of 
insanity  (drug-induced psychosis). With defendants showing bizarre and violent be
havior and sometimes defendants claiming amnesia to the event, (given the unique
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properties of phencyclidine) and the  circumstances of many of these homicides, it 
appears that  the legal issues raised will require much further  debate and study.

DEATHS

A large  number of deaths have occurred in association with phencyclidine intoxi
cation. In the majority of cases the immediate cause of death  was asphyxia by

* drowning, or trauma, circum stantia l evidence suggesting tha t death  was secondary
to the “behavioral toxicity” of phencyclidine. The user could not indicate where his 
limbs were in relation to th ree dimensional space or could not respond appropriate
ly to imm inent danger.

Other  individuals have been found dead without appa rent  cause, the presence of
• phencyclidine in high concentrations constituting the only positive finding. The

most probable cause of death in high dose phencyclidine intoxication is primary 
respira tory depression.

Phencyclidine users report going swimming while intoxicated because they experi
ence an unusual but pleasan t sensation from the water. Sensory disturbances, 
incoordination, and muscle rigidity resulting from “stre et” doses of phencyclidine 
may seriously interfere  with the user’s ability to swim, drive, climb at heights, flee 
from a fire , or sense imminent danger.

Suicide by self-inflicted trau ma or a massive oral overdose of phencyclidine has 
occurred in the chronic user who became moody or severely depressed. It is the 
chronic user who is in possession of large amounts of phencyclidine. Threatening 
behavior or violence has resulted in provoked homicide.

Blood levels of phencyclidine as low as 100 mg/ml may be associated with behav
ioral effects leading to death by injury  or trauma. Levels grea ter than 1.0 mg/ml 
are associated in most individuals with coma and may resul t in death  secondary to 
medical complications or respira tory depression and seizures. Doses of 2.0 to 2.5 mg/ 
ml and grea ter are probably uniformly fatal, producing primary respira tory depres
sion and seizures.

Phencyclidine deaths nationally appear  to be on the increase. In Los Angeles 
alone the  Coroner’s Office reported 26 phencyclidine-related deaths  during 1977.

CHRONIC PHENCYCLIDINE USE

Phencyclidine became available on the illicit market in 1965 and initially was 
taken  orally in the form of table ts and capsules. Around 1972, it became available 
primari ly in the form of a leaf m ixture in California, with crysta lline phencyclidine 
sprinkled on parsley, mint, or m arihuana  and sold as “joints."

After experimenting  with phencyclidine, increasing numbers of young people 
began using it on a regular  basis. This trend peaked around 1972 and subsequently 
declined until  1974 when the incidence of phencyclidine abuse again rose. Where 
phencyclidine became continuously available, i t gained a preferred drug status with 
several “cluste r” groups who smoked it on a regular daily basis in Northern and 
Southern  California. Chronic use of phencyclidine was fi rst reported in 1972.

CHRONIC USER STUDY

A study designed to describe chronic phencyclidine use pat tern s and determine 
evidence of chronic toxicity was carried out by the  authors in the San Francisco Bay 
Area in February  1975. Individuals who had been treated for phencyclidine “over
dose” at  various music concerts were invited to participate. They in turn brought 
other  known phencyclidine users into the study and in part icular friends who had 
used large amounts over the longest period of time.

The f inal study group of twenty had used phencyclidine regularly (3 or more days 
per week) over a  period greate r than six months without concurrent, heavy use of 

r  other  drugs. Phencyclidine was present in the urine  samples obtained on both the
initial and followup visits.

The 15 male and 5 female chronic users ranged in age from 20-43 years old with a 
mean age of 25. All were Caucasian. Eighteen (90 percent) were single and 19 (95 
percent) had a heterosexual preference.

»
PATTERNS OF USE

The mean age a t first use was 19.2 years, with half  the group (10) individuals 18 
years old or younger. The majority  (80 percent) had first used phencyclidine be
tween 1967 and 1970 at  15 to 21 years of age, with a second group (20 percent) 
star ting  in 1972 and 1973.

Most users were introduced to phencyclidine by friends (85 percent) in a social 
setting, and took the drug out of curiosity (55 percent) or to get “high” (45 percent).
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Within one year, hal f were using phencyclidine regularly 3 or more times per week; 
by three years, 75 percent  used phencyclidine regularly.

The cumulative period of regular use from first exposure to the time of the study 
ranged from 6 months to 5 years, with a mean of 27 Vfe months. The longest period 
of daily or almost daily (5 or more days per week) use averaged 10.3 months and the 
maximum period of abstinence averaged 5.9 months. The period of recent uninter
rupted use of phencyclidine prior to the study averaged 9.9 months. Two to four 
times per month, users would go on 2-3 day “runs,” taking phencyclidine repeatedly 
without sleeping. Seventy percent continued to use mar ihuana and 50 percent used 
alcohol on a regular basis during the ir use of phencyclidine.

By 1972 the availabil ity on the illicit market of nearly pure phencyclidine in 
amounts of 1 gram or more allowed the individual to prepare joints for smoking of 
chosen strength , guarante e a long term or continua l supply for the user. With 
possession of large amounts of phencyclidine, users star ted taking the drug on a 
regular basis.

The razor shavings from the “rock” crystal or the powder is sprinkled on parsley 
and smoked in the  form of a joint.  The amount of street-purchased material used in 
the preparation of one join t varies from 50 mg for a “stre et” joint to about 100 mg 
for a “regular” or “good” joint. Up to lA gram was used in a “killer-diller,” “heavy ’ 
or “party joint,” which is often shared by many people.

The primary mode of tak ing  phencyclidine was by smoking (90 percent) or snort
ing (10 percent) the drug. All the chronic users had taken phencyclidine at  least 
once by smoking. The majority  had also snorted phencyclidine (75 percent) and 
taken  it by mouth (60 percent). Only 6 (30 percent) individuals had used phencycli
dine intravenously. Five out of the 6 used it intravenously not more than five times.

Smokers reported using the  equivalent of 1 to 2 s tree t joints or about 80 mg of 
street-purchased mater ial 2 to 3 times per day. The average daily intake  was about 
216 mg by smoking. The reported  maximum amounts used in a 24 hour period 
ranged from to 1 gram and averaged 500 mg. The two individuals who regularly  
snorted phencyclidine estimated the 2 “lines” dose to be about 5 mg of street- 
purchased material. They would snort the drug 4 to 6 times per day. Toward the 
end of a prolonged period of daily use of phencyclidine, these 2 individuals would 
place amounts of up to Vi of a  gram of powder (layered with  parsley or as a crystal) 
in a pipe, and smoke i t in one sitting.

Phencyclidine users reported that  the subjective effects “come on” within 1 to 5 
minutes of smoking a typical “stre et” joint  and reach a  “peak or a plateau” over a 5 
to 30 minute period. They report staying “loaded” or “high” for 4 to 6 hours, 
followed by the “come down” which lasts 6 to 24 hours afte r taking the drug. 
Following a 2-3 day “run ,” the  time before the user felt normal again was approxi
mately 48 hours to one week. A more rapid onset of 30 seconds to 1 minute followed 
insufflation of a stree t dose in powdered form. The time course of the subjective 
effects otherwise did not appear to differ.

THE PHENCYCLIDINE EXPERIENCE AND WHY IT IS REPEATED

Eighty percent of the chronic users considered th eir first phencyclidine experience 
to be pleasant and wanted to take the drug again. They found it “fun,” “exhilara t
ing,” and felt “happy” or “euphoric.” It seemed to be a  “perfect escape” or “a dream 
world.”

Fifteen percent disliked th eir  f irst experience feeling “scared” or finding it “terri 
ble,” while one individual (5 percent) characterized the experience as “strange,” 
“weird, but interest ing.”

In 95 percent of the  cases, first use occurred in a social setting, with 70 percent 
smoking and sharing a joint at a party or with a small group of friends (mean of 5) 
at  someone’s house. Four users  (20 percent) related minor injuries, repeated vomit
ing, or arrest s by the police as problems occurring with the first use. Three of these 
individuals had e ither  snorted phencyclidine or taken it by mouth.

The phencyclidine “high” was reported to be very intense, several times stronger  
than  marihuana, comparable to LSD, although shorter in duration. Most individuals 
compared it with LSD, but  insisted tha t it was different, “in a class by itself.”

The drug had a pronounced effect on the subjects’ thinking, time perception, 
sense of reality, and mood. Thinking was described as “speeded” or “wired,” the 
mind going faster while time was slowed down, with “no more reality." Everything 
was reported as being different, in another dimension, and seen from a new point of 
view. Life was dramatized, a fantasy world where “you don’t have to dream, your 
wishes are fulfilled” and “what you want to happen comes true .”

Everything was felt to be complete and make more sense. The mind could focus 
on one object and see beauty in the smallest thing. A sense of community, oneness



with others and with animals was reported. Religious thoughts and the experience 
of death were frequently  mentioned. Mood states were also intensified, with users in 
most cases feeling happy or euphoric, although everyone had also experienced 
severe depression and had recognized the drug’s poten tial for bringing one to eithe r 
“the  heights or the depths of being.” Music was “absorbed,” light was “felt,” and 
space and depth were “distorted,” “seen in 2D.” Frequently users reported feeling 
like they were “floating.” Rarely did they relate visual hallucinations .

Users also experienced a feeling of s trength and endurance.  They described feel
ing “powerful,” “superior,” “arrogant,” with “bursts of energy,” “like God was with 
you, and you could move mountains.” There was also a loss of inhibitions. It was felt 
to be difficult to do things; one had “to think about moving or talking.” In addition, 
they described feeling re stless and nervous.

Chronic use of phencyclidine also took place in a social sett ing with the sharing  of 
joints. Individuals would join in with 2 to 5 others at a friend’s house or at home. 
The membership of a group who shared in the use of phencyclidine remained quite 
stable over long periods of regular use. They would listen to music, talk, dance, and 
enjoy sex together while “high.” Less often they would go to a rock concert or go out 
in public. They took phencyclidine as frequently during  the daytime as in the 
evening.

The majority (60 percent) continued to use phencyclidine because they enjoyed or 
liked the “high.” Frequently all their friends used phencyclidine and “it had become 
a life style. At times the availability of phencyclidine or making money from 
phencyclidine sales played a role. For 80 percent of the users, phencyclidine was 
the ir drug of choice. T hree individuals preferred heroin and one preferred seconal. 
Nonavailability, incarceration, or hospitalization were the  major factors interrupt
ing the regular  use of phencyclidine. Participation  in a drug trea tment program or 
moving out of the a rea also interrup ted the pat tern  of phencyclidine use.

TOLERANCE, PSYCHOLOGICAL DEPENDENCE, AND SIDE EFFECTS

Tolerance to the psychic effects of phencyclidine was reported by chronic users. 
Initially they would get “high” after two or three  puffs on a phencyclidine joint; 
following a 1-week period of daily use they required one-half to one joint. After 
smoking for a period of 2 to 6 weeks, most individuals used one or two joints at a 
time. Some users reported being able to smoke up to Mi gram of street-purchased 
mater ial at one sitting, following several months of regula r, daily use. Psychological 
dependence, described as craving, was noted by chronic users, but no withdrawal 
symptoms were reported.

Phencyclidine taken in typical “stree t” doses was reported to prevent sleep for 8 
to 12 hours, decrease appetite , and to cause constipation and urinary hesitancy. 
Chronic users averaged one meal or less per day and lost 10 to 35 pounds during 
periods of regular use.

CHRONIC TOXICITY

Chronic phencyclidine users reported persistent  problems with memory and 
speech, and difficulty with thinking following long periods of regular use of the 
drug. Recent memory capability appears to be primarily affected. Users complain of 
stutte ring,  inability to speak or blocking, and difficulty with articulation. Speech 
and memory difficulties lasted as long as 6 months to 1 year  following prolonged 
daily use of large doses of phencyclidine.

Several chronic users complained of anxiety or nervousness during and following 
periods of regular phencyclidine use and sought psychiatric care. Some individuals 
became severely depressed, and attempted suicide on repeated occasions after chron
ic exposure to phencyclidine.

Chronic users reported personality change, social withdrawal, social isolation, and 
divorce resulting from the ir use of phencyclidine. In some cases, violent behavior 
was one of the effects.

Employment has been lost and education disrupted as a result  of the effects of 
phencyclidine with chronic patterns  of use. Frequent arre sts for being under the 
influence of phencyclidine or for possession resu lt in a criminal  status .

Chronic phencyclidine use has culminated in a picture of violent and aggressive 
behavior, paranoia, delusional thinking, and auditory  hallucinations . In most cases 
no known behavioral disturbance or psychiatric problems preceded the use of phen
cyclidine. Typically, the individual had used phencyclidine over several months or a 
few years with the same group of friends. For no apparent reason a sudden develop
ment  of paranoia and auditory hallucina tions was accompanied by violent, unpre
dictable behavior. Friends and family often became fearful and brought the user to 
medical attention.
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LABORATORY AND NEUROLOGICAL FINDINGS

Fourteen (70 percent) individuals reported using phencyclidine within 24 hours of 
the clinical examination  and 85 percent within 48 hours (see table 7). All urine 
samples obtained just prior to the physical examination were found to contain 
detectable levels of unchanged phencyclidine by gas chromatography-mass spectrom
etry and the majority of serum samples (85 percent) obtained were also positive for 
phencyclidine. Phencyclidine levels were higher in cases where the  last use of 
phencyclidine by history was within a 48-hour period (see tab le 8).

Eight (40 percent) individuals reported  using phencyclidine within 6 hours of the 
examination and had a “blank sta re” appearance and slurred speech. Ptosis, con
junctiva l infection, and vertical and horizontal  nystagmus were present. They had 
an ataxic gait and were unable to tandem walk. One-third appeared lethargic  and ♦
were disoriented for time and place.

Individuals reporting no phencyclidine use for 24 to 48 hours prior to the exami
nation had unsustained vertical and horizontal nystagmus and difficulty with 
tandem gait (see chart  A).

On electroencephalographic study, one chronic user showed bursts  of spike and 
slow wave activity  associated with observed myoclonic twitching in response to 
photostimulation (see photograph A). Three chronic users selected for electroocculo- 
graphic study showed jerk  nystagmus, saccadic pursuit , and hypometric slowed 
saccades (see photographs B, C, D). U rine samples concurrent with tes t procedures 
were positive for phencyclidine.

TAB LE 7 — HIST ORY  OF PCP  USE PRIOR TO PH YS ICA L EXAMINATION

Last use (ho urs )
Cumulat ive 

No. cas es percentage

6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  7 35
7 to 24 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  7 70
25 to 48 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 85
49 to 7 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 90
97 to 1 2 0 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 100

TA BLE 8 .- C H R 0 N IC  US ER ’S URINES CO LLE CTED  PRIO R TO PH YS ICAL  EXAMINATION

Last use (ho urs )
Urine level 

No. cas es  (p .g /m l)

1 to 1 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  8 1.73
13 to 24 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 0.85
25 to 4 8 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 1.24
4 8 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 0.13

u
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CHART a — physical examination findings

Vital signs Less than 6 hr 7 to 24 hr 25 to 48 hr More than 48 hr

Blood pressure:
Sy stol ic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 132 132 115 109

D ia st o lic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 79 71 65 65

Pulse. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 88 79 78 72

Respiratory ra te . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15 17 14 16

Altered state of consciousness:
(Letharg ic, somnolent, "h ig h " . . . . . . . . . . . . . . . . . . . + — — —

Disorientat ion (time  p lace ). . . . . . . . . . . . . . . . . . . . . . 4- _ — —

Speech (slow, slurred, repetitive , intermi ttently
un ab le) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + + — —

E.O.M.M.
"S tare”  appeara nce. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + -1- — —

Disconjugate g a z e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + -1- - -
Nystagmus:

+ -1- + -1-
V . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + + + +
Sus tain ed. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + — — —

Pupils:
Size (m ill im eter s) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.4 5.7 5.0 5.3

Light  reaction (sluggish, decreased ampli-
tu de). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + -1- — —

Corneal reflex (decreased or a bse n t) . . . . . . . . . . + + — —

Motor system:
Movements:

Repetitive. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + + — —
Rest lessness +  . . .
Catalepsy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + — - -
R ig id ity . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Hyperreflexia ( L / e ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Gait (Ataxic, broad ba se d) . . . . . . . . . . . . . . . . . . . . . . .

+
+
+

+
+
+

Coordination: Tandem stand ing (d iff icu lty  or un-
a b le ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . + + +

The Acute States of  Phencyclidine Intoxication 

HISTORY AND PRESENTATION

The spectrum of signs and symptoms and the patt ern of recovery in acute intoxi
cation with phencyclidine vary  with the dose and route of administration.

Individuals are most frequently brought to a hospital emergency room when 
found unresponsive or when exhibiting bizarre  or violent behavior (see table  9). 
Others are brought in afte r having been observed to be grossly incoordinated, 
driving erratically, or acting inappropriately afte r an automobile accident. Some 
individuals present with minor or major t rauma.

CLINICAL PICTURE AND COURSE

A confusional sta te delerium lasting less th an 8 hours appears  to follow a typical 
street dose afte r smoking one “join t.” Individuals who either smoke greater 
amounts or take a higher dose orally or by “snor ting” may present in stupor  or 
coma. This initial state  lasts less than 3 hours in most cases and a confusional dose- 
related  state follows for 24 to 72 hours. Massive ora l “overdose” involving up to 1 
gram of street-purchased mater ial has resulted in periods of stupor or coma of 
several hours to 2 weeks in duration. This initial  stage is followed by a  prolonged 
recovery with a confusional state persisting up to 2 weeks (see table 10).

The confusional state  delerium induced by phencyclidine is characterized by 
immobility and a “blank sta re” appearance in a patient who is noncommunicative. 
The patien t is disoriented and apprehensive, becoming easily agitated or excited. 
These patients are grossly atax ic and exhibit horizontal and vertical nystagmus and 
catalepsy on testing. Muscle rigidity may be present. Most patients  are communica
tive within 1-2 hours, and appear alert , oriented, and exhibit normal behavior 
within 5 hours of admission to the emergency room.

In phencyclidine stupor or coma, the eyes may remain  open although the pat ient  
is responsive only to deep pain. Hypertension and tachycardia are present, and in 
all but the more massive oral “overdoses” respiration is normal. The pupils are 
initially miotic b ut reactive  to light. Spontaneous nystagmus, “purposeless” move
ments, facial grimacing, and muscle rigidity on stimulation are charac teristic  find
ings. Repeated episodes of vomiting, increased bronchial and oral secretions, and

33-300 0 - 7 8 - 2 3
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profuse diaphoresis are  frequently  observed. An ini tia l stage of stup or or coma 
last ing less tha n 4 hours may be followed by a period of confusion or delir ium 
last ing  u p to 2% days (refer to tab le 11).

TABLE 9 — PRESENTING PICTURE AMONG 18 CASES OF ACUTE PHENCYCLIDINE INTOXICATION

Pre senting  picture Cases Percent

Unres po ns ive. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  11 61Bizarre  behav io r. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 22
Au tom obile  a cc id e n t. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 11
Vio len t beh av io r. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 6

TABLE 10 — COURSE OF RECOVERY OF 16 INDIVIDUALS BY STATE OF CONSCIOUSNESS ON ADMISSION

Presentat ion  cases

Durat ion  of 
in itial  state 

(h our s)

Period  of  de lir ium 
or confu sion 

(h our s)

Time required  
un til  "n o rm al"  

(h ou rs )

Mean Range Mean Range Mean Range

Group 1: Confusional sta te and history of sm ok ing
1 st reet  jo in t . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 5 3 -8 5 3 -8

Group IL In iti al  state of stupor or coma ( <  6 h r ) . . . . . . . . 6 3 1 -4 34 5 -6 2 37 14-6 6
Group III: In iti al  state of stupor or coma ( > 6  h r ) . . . . . . . 4 50 6 -1 0 3 163  7 5 -2 8 8 212 114-3 60

<3
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TABLE 1 1 — SUMMARY OF INTOXICATION 

Acute confusional state
or delirium ( N = 7 ) S t u p o r  or coma (N =  11)

r

*

A.

B.

C.
D.

PART I: VITAL SIGNS
Respiratory rate (normal  or slig htly  

increased).
Blood pressure (in cr ea se d). . . . . . . . . . . . .

Sy stoli c. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diastol ic. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pulse (in crea se d) . . . . . . . . . . . . . . . . . . . . . . . . .
Temperature (normal  or slightly 

increased).

24 mean . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
18- 32  me an. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
142 mean; 11 6- 16 0 ra nge. . . . . . . . . . . . . . . . . .
85 mean; 76 -1 00  range . . . . . . . . . . . . . . . . . . . . .
105 mean; 88 -1 40 ra nge. . . . . . . . . . . . . . . . . . . .
100 .1" F; 98.8 -- 101.4 ’  F ra nge . . . . . . . . . . .

21 mean.
16-2 5 mean.
155 mean; 10 0- 18 0 range.
94 mean; 60- 11 0 range.
88 mean; 60- 11 2 range.
99 .3 " F; 97 .0’ -1 00.8 " F range.

A. Responsiveness. . . . . . . . . . . . . . . . . . . . . . . . . . . .

B.

C.

Orien tation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Be ha vior . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

D. Speech . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

PART IL CLINICAL FEATURES
Appears awake; ini tia lly uncommunica

tive may respond to commands or respond 
to simple questions wi th nodding or 
eye movement; later  incomplete verbal 
responses and then becomes communi- 
cat ive /ta lka tive.

Disoriented for time and place; appears 
confused and fearfu l; amnesia for 
episode.

Agita ted excited, combative; regressive; 
selfdestructive or “ bizarre" behavior; 
insomnia, anorexia, incontinence; fo l
lowed by depression, irr itabil ity , and 
emotional labili ty.

Dysarthria (s lurre d) , preservation may 
be inte rmittently anar thric .

Unresponsive to verbal stimu li, responds 
wi th  movement  to deep pain.

Vocalizat ions; "moaning,”  "g roan ing, "
"g runt ing; ”  followed by  anarthr ia and 
dysfluency, init ially wi th  automatic
speech.

A.

B.

EYE SIGNS
Eye lids . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Eye position and movem en ts . . . . . . . . . . .

C.

0.

A.

B.

C.

D.
E.

Nystagmus 

Corneal reflex
MOTOR SYSTEM

Ga it. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Muscle tone. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mo veme nts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

DTR’s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Seizure ac tiv ity . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Eyes open ("sta re ”  appearance) wi th  
ptosis.

Paucity of spontaneous eye movements 
appearance, may be fixa tion  instab ility  
dysconjugate gaze or hypometric 
saccades.

Bilateral horizontal jerk nystagmus; may be 
vertical nystagmus (upward -downward) .

Decreased or absent

Grossly ataxic (se nsory ), unable to tandem 
stand/walk ; may be component of 
muscle rigidity .

Rigidi ty (cata tonia ), catalepsy (wa xy 
rig idi ty) .

Motor restlessness, repetitive  movements, 
facial grimacing.

Increased . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Eyes open ("a wake”  appearance) or eyes 
closed.

May be roving eve movements;  dysconju
gate gaze; doll s eye movements present.

Intermi ttent horizontal and vert ica l 
nystagmus at rest.

Decreased or absent.

Muscle rig idity, on stimulat ion,  opisthotonic 
posturing, decerebrate rigidity .

Spontaneous "purpose less movements,”  
muscle tremor, muscle twi tch ing , 
fasiculations.t l

Increased.
Generalized motor seizures may be early  or 

delayed in appearance and repeti tive.

»
A.
B.

C.

OTHER
Vomiting (c e n tr a l) . . . . . . . . . . . . . . . . . . . . . . .  Repeated episodes . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Increased secretions (lac rimatio n, sal iva- "Drool ing,’ diaphoretic . . . . . . . . . . . . . . . . . . . . . .
tion diaphoresis, bronchor rhea).
Evidence of minor trau ma. . . . . . . . . . . . . . .  Abrasions, lacerations, ecchymoses . . . . . . . .

Repeated episodes over %  to 3-h r period. 
Secretions in posterior  pharnyx  at nares 
and mouth;  tearing, diaphorsis.
Abrasions, lacerations,  ecchymoses.

Urine phencyclidine levels of 26.2-151.9 mg/ml  were found in samples collected 
within 12 hours of admission in four patients who remained in coma for greater 
than 6 hours and required  between 7-15 days for recovery to normal.

Status epilepticus followed by cardiopulmonary arrest  without recovery has been 
reported with a blood phencyclidine level of 7 mg/ml.

DIAGNOSIS

Drug use is frequen tly considered to be the  etiology of symptoms when a young 
person presents acutely confused or delirious with no focal neurological findings.
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But encephalitis, head injury, postictal state, and metabolic causes must be ruled 
out.

The “blank-stare” appearance and catatonia-catalepsy appea r to be unique to 
phencyclidine as effects of commonly abused drugs. The absence of mydriases, and 
the presence of a taxia and nystagmus rule out the central nervous system stimu
lants and LSD when considering the acutely excited and confused patient.

In coma with or without respiratory depression, hypertension and hyperreflexia ,
differen tiate phencyclidine intoxication from a sedative hypnotic “overdose.” If, in 
addition, decerebrate posturing  or repetitive generalized seizure activity is observed 
phencyclidine intoxication should be suspected, although other  serious causes pro
ducing a similar clinical pic ture must  be ruled out.

Cases involving the ingestion of large doses of phencyclidine present with coma Mwhich may last several hours or days. The prolonged recovery with a confusional 
state lasting up to 2 weeks is charac teristic  of phencyclidine intoxication. If persis
ten t paranoid or depressive psychosis follows recovery, phencyclidine intoxication 
should be suspected.

In combined intoxications involving phencyclidine and barbiturates , normal or 
low blood pressure, hyperreflexia and respiratory depression may be observed.

MANAGEMENT

The acutely confused patient is best managed by sensory isolation with observa
tion at a distance. Minimizing verbal and tactile stimulation does not preclude the 
monitoring of vital signs. Important functions to monitor are  respiration, blood 
pressure, muscle tone and activity, renal function, and temperature. Ideally, the 
patien t would be placed on a cushioned floor in a “quiet room” with a monitor 
present. In most settings, protection of the patient and staff  necessitates the use of 
restra ints.

The early management of the  stuporous or comatose patient involves gastric 
aspiration-lavage and nasopharyngeal suctioning. In view of the recovery of large 
amounts of phencyclidine from the  stomach contents in fatal “overdoses,” gastric 
lavage is indicated in oral ingestions.

Intubat ion is often difficult because of increased muscle tone. Laryngeal reflexes 
are maintained and active and attempted endotracheal intubat ion may precipitate 
laryngospasm. More responsive patients fight intubation by biting the tube off or 
spitting it out. However, respiratory depression may be delayed in appearance and 
necessitate a prolonged period of ventilatory assistance. Positioning and intermit
ten t suctioning will preclude respiratory distress secondary to secretions in the 
posterior pharnyx.

Urine and blood samples should be collected at the time of admission and 
screened for phencyclidine, sedative hypnotics, ethyl alcohol, opiates and amphet
amines. Urine samples should be capped to prevent  loss of phencyclidine, which is 
volatile.

THE  RECOVERY PHASE

Most acutely confused patients are  communicative within 1-2 hours and a lert and 
oriented within 6 to 8 hours of admission af ter ingesting th e usual stree t dose. After 
they are aler t and oriented, patie nts should be monitored for a minimum of 2 hours.
Patie nts who remain oriented and aler t and exhibit normal behavior can then be 
discharged.

If a patien t remains stuporous or comatose, responding only to deep pain for 
greater  than 2 hours, a minimal observation period of 24 hours is indicated. The 
recovery phase may vary from severa l hours to days depending on the route and the 
dose ingested.

Suicide has been reported during the “come down” period, 6 to 24 hours after  »
taking phencyclidine. Patients should be informed about depression, irritability, 
feelings of isolation and nervousness tha t often accompany th is period, and may last 
up to 48 hours.

All patien ts in whom coma is followed by a prolonged period of confusion should 
have a psychiatric evaluation prior to discharge. Persis tent paranoia or depression 
may requ ire trans fer to a psychiatric unit. *

TREATMENT

No agent is known to be specific for antagonizing the toxic effects of phencycli
dine. However, some experience has been gained in the symptomatic trea tment of 
seizures, hypertensive crisis, and aggressive and violent behavior.

Intravenous diazepam (Valium8 ) in doses of 10-15 mg followed by intravenous 
diphenylhydantoin (Dilantin8) has been effective in the control of seizures. In some
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cases it has been necessary to give an acutely confused patient 10-20 mg. of 
Valium” orally to prevent injury  to both the patient and staff. During the confusion- 
al phase of the prolonged recovery period, some patients have received repeated 
doses of 10-15 mg of Valium” to control motor restlessness and agitation. These 
therapeutic doses of sedative hypnotic agents do not appea r to produce significant  
respira tory depression in phencyclidine intoxication.

Diazoxide (Hyperstat”) has been used to reduce blood pressure during a hyperten
sive crisis associated with acute phencyclidine intoxication. Hydralazine hydrochlo
ride (Apresoline”) has also been suggested as a possible subs titute  agent.

Phenothiazines are contraindicated in acute phencyclidine intoxication where a 
confusional state  is associated with hypertension, tachycardia, ataxia  and nystag
mus. I t has not been demonstrated tha t phenothiazines shorten  the recovery phase 
or antagonize the behavioral effects of phencyclidine. In some cases they have 
produced prolonged, severe hypotension.

SUMMARY

Phencyclidine use appears to be in a growth phase nationally. Factors contr ibut
ing to the increasing populari ty include the user ’s ability to control the dosage, an 
understanding of the immediate effects, and its availability. Those most at  risk 
appear to be young Caucasian males.

Phencyclidine-related problems are often like tips of icebergs, the underlying 
causes of which are hidden from public view. The problems often surface in the 
form of speech difficulties, memory loss, think ing disorders, personality changes, 
paranoia, severe depression, violence, accidents, suicides, and homicides. Of particu
lar concern to law enforcement personnel is the upsurge in phencyclidine-related 
violent crimes and carrying of weapons by users to protect  themselves from the ir 
imagined persecutors.

The evidence currently available supports the assumption tha t if there is a 
solution to the problem of phencyclidine abuse, tha t solution is prevention. There
fore, medical personnel and others within the helping professions must be alerted to 
the  fact tha t phencyclidine is not just  another  drug problem. The findings from 
users we have already studied strongly suggest tha t phencyclidine is not an upper 
or a downer, but perhaps  an insideouter, with long-term implications.

TABLE 12 — CLINICAL INTOXICATION

Case 1

2 2 . . . . . . . . . . . . . . . . . . . . . . .
Male . . . . . . . . . . . . . . . . . . . . .
1 g "s tre et ”  material

. By mou th . . . . . . . . . . . . . .

. 25 h r . . . . . . . . . . . . . . . . . . . .
71 h r.

Case 2

Age................................
Sex.................................
Estimated d ose . . . . . . . . . . . . . . . . . . . . . . . .
Rou te. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Coma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Confusion delirium and somnolence
Depression, irr itabil ity  and emot ional  84 +  h r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

labili ty.
Alert and or iented . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Transferred to psychiat ric un it. . . . . . . . . . . . . . .
Cardiovascular system:

Blood pressure (m ean). . . . . . . . . . . . . . .  14 7/92  (84 h r ) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pulse (m e an ). . . . . . . . . . . . . . . . . . . . . . . . . . .  9 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Respiratory s ta tu s. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Excessive mucous /secretions on admis
sion hypoventilation every 15 hr, tida l; vol
ume 100 cm 3 ; irregu lar respirations with
5 s periods of apena every 15 hr; re
quired ventilatory assistance every 27 hr; 
complications: Right upper lobe pneu
monitis.

Seizure and motor a c ti v it y . . . . . . . . . . . . . . . . . .  Decerebrate rigidity ; opisthoton ic postur
ing; muscle tremors, twi tch ing ; gen
eralized motor seizures at 66 and 78 hr; 
treatment Valium and Dilantin.

Toxic olo gy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  On admission: 26.2 p .g /m l PCP (u r in e ) ...
Day 1. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  26.2  p .g /m l. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  18.2 fx g /m l. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
18.5 g g /m l;  20.0 f ig /m l. . . . . . . . . . . . . . . . . . . . .

3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  15.9 g g /m l;  18.0 j ig /m l. . . . . . . . . . . . . . . . . . . . .
4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4.7 p.g/ml; 1.3 p .g /m l. . . . . . . . . . . . . . . . . . . . . . .

0.5  g g /m l. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1.2 p.g/m l; 0.1 p ig /m l. . . . . . . . . . . . . . . . . . . . . . . .
6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  0.4  p g /m l;  0.3  g g /m l. . . . . . . . . . . . . . . . . . . . . . . .

22.
Male.
1 g +  "s tree t"  material.
By mouth.
103 hr.
77 hr.
32 hr.

178 hr.

15 1/9 8 (108  hr ).
111.
Excessive mucous/secretions,  hypoventila tion 

on admission; hypoventilation every 60 
hr. tida l; ume 50 c m * * 3  * 5 6; lapnea every 4 
hr; required ventilatory  assistance every 
107 hr; complications: bila tera l basilar  
pneumonitis.

Decerebrate rig idity; opisthotonic posturing ; 
muscle tremors; twi tch ing ; focal motor 
seizures at 3 and 21 hr; generalized 
motor seizures at 31 4 and 89 hr; tre at 
ment:  Dilantin.

On admission: 151.9 g g /m l PCP (u rin e) , 
151.9 g g /m l.
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Program Overview  of Second Gene sis , Inc .

(By Dr. Sidney Shank man, Executive  Director)

Second Genesis,  a priv ate,  nonprofit, professional tre atmen t agency, specia lizes in 
providing reh ab ilit ation -treatment services to drug abus ers,  offenders,  and  oth ers  
who have established non-coping, irres ponsible lifestyles. Such tre atmen t is provided  
thro ugh  both ou tpa tie nt and inp atient components, with  the rap eut ic com munity, 
residential tre atmen t being our primary reh abilit ation  approach. Trea tm ent in a 
the rap eut ic com munity  consists of a high ly struc tur ed , thoro ughly supervised, 
twenty -four-hour-per-day , chemical-free  residen tial  prog ram which typic ally  tak es 
eighteen to twen ty-four months to complete.

The Second Genes is program has often  been described as a school which  educates 
people who have never learn ed how to live and feel worthy without hu rting  them 
selves and othe rs. Second Genesis helps people who have  trie d again and  aga in to 
get what they wan ted from life and  have con tinu ally  defea ted themselves. The 
principle combines the  basic and universal hum an valu es of knowledge, love, hon es
ty and work with  the dynam ic ins tru me nt of inte nse  group  pressur e in ord er to 
recognize and help  cor rec t the  persona lity defects which  prev ent  people from living
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by these values. The results are rehab ilitat ion so that  the  individual may reente r 
his or her  community as an  independent and productive person.

The Second Genesis program had its origin in June, 1969, as the drug abuse 
component of the Alexandria Community Mental Health  Center. At that  time, the 
Center received a contract from the  National Insti tute of Mental Health for a 
community-action oriented aftercare program for narcotic addicts from Northern 
Virginia who were committed to the  Narcotic Addict Rehabilita tion Act (NARA)
Program by a Federal Court. *

It was early  recognized th at  in certa in instances outpa tient  care, with urine 
surveillance checks, was not enough. A residential therapeutic community program 
was initia ted in mid-March of 1970. Named by its occupants, The Second Genesis, 
this program had as its goal the complete rehabilitatio n of its residents to a x
productive rather  than  an enslaved way of life. This goal was accomplished through 
its rigorous therapeutic regimen, a highly structu red, nonpermissive, self-help pro
gram.

Because of th e essential expansion of and demand for the services of the Second 
Genesis therapeutic  community, not only from Alexandria  but from the adjacent 
jurisdictions, it became necessary to separate this vital component of services from 
the Alexandria  Community Mental Heal th Center to permit the regionalization of 
programming. At its Jan uary 11, 1971, meeting, the Advisory Board of the  Alexan
dria Community Mental Health  Cente r endorsed the  separation of the Second 
Genesis from the Alexandria Community Mental Health  Center; the  Board further 
endorsed the concept of tra nsfe r and continua tion of th e drug treatm ent  and reha
bilitation program (including the NARA contract ) within the framework of a pri
vate, nonprofit corporation, Second Genesis, Inc. Thus, Second Genesis was incorpo
rated under  Section 501C of the  Federa l Inte rnal  Revenue Code, and in June, 1971, 
it was formally established as an  indepe ndent organization.

Second Genesis now provides treatm ent  rehabi litation  services primarily to the 
Washington, D. C., Maryland and Virgin ia areas.

The program is staffed by a multidisc iplinary  professional group which includes a 
staff psychiatris t, a Ph.D. level clinical psychologist, mas ter’s degree mental health 
and vocational rehabilitat ion counselors, learning  disabilities specialists, addiction 
specialists and a research analyst. The facilities are staffed by individuals, many of 
whom have completed t rea tme nt communities  like Second Genesis and have gone 
on for fur ther training as mental heal th professionals. This diversity of specialized 
skills permits  the selective appl ication of group therapy and individual counseling, 
educational and vocational services.

The Second Genesis therap eutic communities are residenti al rehab ilitatio n cen
ters which provide a family-like settin g for persons regardless of age, sex, race, 
ethnic group, or socio-economic statu s, all striving for the common goal of self- 
reliance and at the same time discovering love and self-respect.

Residential treatment is implemented  through two trea tme nt phases with each 
phase usually lasting about a year. During Phase I, th e resident’s enti re functional 
routine takes  place within the facility, with trea tme nt emphasis being placed on the 
development of responsible behavior and attitudes. Each resident is responsible for 
an in-facility job function, the nat ure  of which changes regularly according to the 
therapeutic  value of the specific job. Each resident partici pates in regular, three- 
times-per-week, encounter group therapy, and individual therapy is provided on an 
as needed basis throughout the day. During Phase II, en counte r therapy is reduced 
and weekly psychodynamic group ther apy  becomes a new part  of the therapeutic 
regimen. In addition, residents receive vocational assessment and counseling, fol
lowed by vocational assistance in defining and implementing an occupational plan.
Prior to enter ing Phase III, the  outp atie nt phase of the rehabi litati on process, a 
resident must have stable, income producing employment, an ample savings ac- 
count, an approved residence outside of the program, and the individual must be 
considered clinically ready for responsible, independent  functioning. Phase III indi
viduals are required to partic ipate in weekly outpatien t group thera py and urine 
surveillance for a three  to six month period prior to graduation from the program.

Second Genesis is funded primarily  through contractual arrang ements with six *
different sources: (1) The Nationa l Institu te on Drug Abuse through the Narcotic 
Addict Rehabilita tion Act (NARA) of 1966, (2) Montgomery County, Maryland, (3)
Prince George’s County, Maryland, (4) The State  of Maryland, Department of Juve
nile Services, (5) The State of Maryland, Drug Abuse Administration,  and (6) The 
State of Virginia, Department of Corrections, Division of Youth Services. Payment  
for services is rendered according to the specific terms of each contract; further, 
each funding source has its own specific administrative eligibility criter ia which
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must be met by the individual in order to be funded. Supplementary funding is 

received in the form of cash and in-kind contributions from the general community.

The rehabilitation program at Second Genesis consists of the  following:

A. Diagnosis and evaluation
Second Genesis, Inc., offers a wide range of diagnostic procedures. These proce

dures include comprehensive social histories, psychiatric examination , psychological
r  testing and assessment, a nd vocational-educational histories.

Referrals are generally  accepted from authorized representatives  of federal, state  

and local governments; althoug h any individual interested in rehabi litation  may 

contact Second Genesis directly. Each candidate will first be interviewed by a staff  

counselor in order to collect background data  and to conduct a prelimina ry screen

ing of suitability for participation  in the program. Next, the candidate will be seen 

for a psychiatric and psychological evaluation in order to assess the degree and 

extent of psychiatric-psychological disability as well as to measure the motivation of 

the  candidate for rehabi litation . The data  collected will then be discussed at  a 

regular diagnostic conference with a psychiatrist , psychologist, counselor, addiction 

specialist and other  professionals present. Based on this conference, a clinical dispo

sition-recommendation will be made as to whether or not the  candidate is suitable 

for t reatm ent. This recommendation when necessary, is th en presented to an  official 

of the  court system for disposition.
If the  candidate is found suitable  for trea tme nt, he/she will then be provided with  

a general physical, including routine laboratory tests. If t he findings of th e physical 

examination are unrem arkable, including a determinat ion tha t the candidate is 

without  a physiological need for detoxification, residenti al trea tme nt will be init iat

ed. For those candidates requiring detoxification before e nteri ng the facility Second 

Genesis staff will assist the  individual and/or the authorize d representativ e in 

arran ging for detoxification.
Residents placed in the  program by the court system come to us after  a compre

hensive joint evaluation and mutual  recommendation. Full cooperation and commu

nication are present t hroughou t the trea tme nt process.

B. Treatment an d rehabilita tion

The primary modality for trea tmen t utilized in the residence is the therapeuti c 

community interaction. The daily activities of the  facility are  under the direction of 

experienced addiction specialists, who in tur n are supervised by a psychiat rist and 

clinical psychologist. This team meets frequent ly during  the  week for patient staff- 

ings in order to continually monitor the psychological growth of each resident. Each 

facility has twenty-four hour  coverage provided by professional staff and responsible 

older residents.
Therapy is a twenty-four-hour-a-day process in the community. Beginning with 

morning meeting at 9:00 a.m., every moment of the resid ent’s day is designed to 

enhance, stimulate , and accelerate personal growth leading to self-responsibility, 

freedom from chemical abuse and eliminat ion of antisocial behavior. Following 

morning meeting, the resident reports to his job assignm ent until lunch. After 

lunch, all residents attend seminars, designed to broaden the scope of the socially 

handicapped drug abusers. Returning to his job function afte r seminar and remain

ing there  until dinner, which is held at approxim ately 5:30 p.m., the resident 

prepares himself for encounter therapy three times a week on Monday, Wednesday, 

and Friday evenings. If an individual has not finished high school, he will attend 

classes in the facility on Tuesday and Thursday  to obtain the General Equivalency 

Diploma (GED).
Throughout the resident ’s stay in the  facility, unscheduled urine samples are 

collected and analyzed to insure a chemical-free environm ent. Direct counseling is 

provided for personal, educational, social and vocational problems on eith er an 

individual or group basis.
Special trea tmen t, counseling, and orientation services are scheduled for the 

families of residents.
*  Wherever possible, emphasis is given to the continuance of education even while a

resident of the house. This takes the form of prepa ration for the GED, or actual 

matriculation, while a resident, in a local high school or university.

When, in the opinion of the professional staff of Second Genesis, a patient is 

ready to begin his gradu al reentry to the community, he will be provided with 

vocational counseling directed toward career development and job placement or 

furt her  educational endeavors. Budgetary plannin g and guidance will also be afford

ed him as he prepares himself to live outside the thera peut ic community facility.
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When the patient  has graduated from the Second Genesis, Inc., therapeutic com
munity, follow-up will continue until  such time as the professional staff considers 
him ready for discharge from the  program.
C. Admin istrative services

(1) At regular intervals, patient progress reports on all residents are forwarded to 
the appropria te court and governmental officials, when required.

(2) Special reports will be sent whenever significant change takes place in the 
patient s sta tus, i.e., when he leaves the  program before trea tment  is completed or is 
dropped from the program, when he graduates from the  the rapeutic community and 
when he is discharged from the  program. Those to be notified of such changes by 
Second Genesis, Inc., will include, when appropriate, the family, probation officer, 
and the court system.
D. Family and community participation

An important goal of Second Genesis is to create community awareness and 
understanding of its concepts and ideals as well as of the  characteristics and 
problems of its residents. Following are some of the provisions made toward this 
goal:

(1) Twice each month, the parents of residents and other interes ted citizens meet 
in what we term “cerebration sessions.” In these sessions, concepts of group interac 
tion similar to those used inside the house are  applied toward the understanding of 
such topics as drug abuse, behavioral problems of residents, and emotional growth;

(2) Once a month, the residents of Second Genesis hold an  open house. This gives 
friends, relatives, businessmen, and interested citizens the opportunity of meeting 
the staff and residents, and the opportunity to see and learn  about what we are 
trying to accomplish;

(3) The sta ff and residents of Second Genesis readily accept invitations to speak to 
sponsored groups who wish to know about our program. Many times this provides 
an opportunity for an open dialogue between Second Genesis and the community. 
We have spoken to many different groups of people, a t grade schools, high schools, 
colleges, and various youth, church and civic organizations;

(4) Second Genesis participates in many charitable community endeavors on a 
regula r basis, such as sponsoring Christmas partie s for underprivileged children;

(5) Second Genesis’ staff provides formal group therapy to the spouses or parents 
of the residents. The goal is to assure the level of communication and growth 
necessary between a  resident and his or her family for the trans ition  from inpat ient 
to outpatien t status to be successful;

(6) Twice a month, families and interested people from the community are pro
vided an opportunity to meet with the staff  in order to gain an understanding of the 
level of communication and growth being developed in the  treatment process.

REFERRALS

Anyone can make referrals  by contacting the Intake Counselors located at the 
following addresses:

Second Genesis, Inc., 4720 Montgomery Lane, Suite 800, Bethesda, Maryland 
20014 (301) 656-1545, Mon.-Fri. 8-4.

Second Genesis, Inc., 1204 Prince Street, Alexandria, Virginia 22314 (703) 
683-4610, Mon.-Fri. 9-5.

[From the Washington Post, Ju ne  11, 1977]

“Angel Dust”: Schizophrenia Epidemic Here Linked to Youths’ Use of PCP C

(By Alice Bonner)
One day last month, Rudolph Shannon was taking a shower when he suddenly 

leaped out of a second floor window in his Southeast home and charged toward a 
small creek nearby. ♦

Shannon, 23, later  said he had been out all night  smoking the drug PCP, which is 
known as “angel dust” on the streets. The drug made him want to get into “more 
and bette r water,” he said.

He was stopped by a patrol car several blocks from his house, naked and dripping 
wet. It took police reinforcements to subdue him and take him to St. Elizabeths 
Hospital where his condition was diagnosed as “acute schizophrenic psychosis,” an 
illness characterized by inability to control thoughts and actions.
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Shannon is one of at least 1,000 Southeast young persons treated at  St. Elizabeth’s 
Area D Community Mental Heal th Center over the last three years for schizophre
nia after using PCP.

Phencyclidine, the scientific name for PCP, is legally produced as a tranquilizer 
for animals. It is a white powder tha t is sold illegally on the  stree ts for users who 
mix it with marijuana and smoke it or sniff it into the nostrils. Sometimes it is

> dissolved in water or alcohol, forming a clear fluid tha t is sprayed on parsley flakes
and smoked.

Unlike the euphoric “highs” associated with marijuana, cocaine and other sub
stances, users describe the effects of PCP as sensations of numbness, extreme 
paranoia , feelings of isolation, loss of body image, and the inabili ty to control the ir

% thoughts and actions.
“When I did angel dust, my head was like it wanted to get somewhere else,” 

Shannon said. “My eyes got real big and I moved a lot slower. I moved around 
talking a lot of t rash. I would run to the bathroom a lot, and sometime when I 
would come down I had headaches.”

In late 1973, staff members at  Area D, which serves the southeast section of the  
city, noticed an “epidemic” of schizophrenia, the  leading mental illness, among 
young mostly male patients which they la ter linked to PCP use.

Dr. Paul V. Luisada, deputy medical director of the center and author of two 
reports on the phenomenon, said he saw a “dramatic increase” in the number of 
patie nts who had hallucina tions, acute paranoia, extremely  violent outbreaks and 
other classic symptoms of schizophrenia.

“They acted like a lot of patien ts we get, making noises, screaming, talking  to the 
walls and seeing things we didn ’t see,” said supervisory psychiatric nurse Catherine 
Reddick, who assisted Luisada in the studies.

Unlike the usual schizophrenics, however, the new admissions generally have no 
history of psychosis, respond much slower to trea tment, and show none of the  
“characteristic personality changes,” tha t usually follow the illness, Luisada said.

Like Shannon, many of the  patients were brought to Area D by police because of 
the ir “bizarre and violent behavior,” Luisada wrote. One man “attacked  everyone in 
sight,” another was found “singing naked in a supermarket ,” and a third  was 
“choking a boy in an apa rtment  corridor,” think ing the  boy was his son, although 
he had no son, according to Luisada.

PCP is a “fascinating and bewildering” drug to researchers, because taken  in 
various amounts it can be a stimulant, a depressant, or an  hallucinogen, a report by 
the National Institute on Drug Abuse has noted.

NIDA warned tha t PCP can be mixed in almost any substance, and buyers often 
think they are getting LSD, pure marijuana, or some other  drug and become PCP 
users unknowingly.

A report completed last week by the federal Drug Enforcement  Administration 
said PCP has replaced LSD as the primary hallucinogen sought by drug abusers. 
Emergency rooms, medical examiners and drug crisis centers  report to DEA that  it 
has risen from being the  cause of 13 percent of adverse reactions from drug use in 
1973 to 43 percent in late 1976.

The PCP abuse figures are probably much higher  because medical persons often 
incorrectly diagnose its symptoms, DEA officials said.

Washington, Detroit and San Francisco are the leading PCP abuse centers, and 
rank highest among cities where illegal laboratories making the drug have been 
discovered.

Southeas t is apparently the only section of Washington where any information on 
PCP use has been developed. The community mental heal th cente r there  is run by 
the federal government under  the direction of staff of St. Elizabeth Hospital.

The three other mental heal th centers in Washington are run by the  D.C. govern
men t’s Department of Human Resources.

DHR’s narcotics trea tme nt administrator , Fred West, the  city’s highest drug 
abuse official, said he has not information on PCP abuse.

“We haven’t done a study on drug usage and I’m not ware of any,” said Catherine 
Briggs, supervisor of DHR’s emergency mental heal th services. Nor did Dr. George

* Franklin,  head of DHR’s Area C center, located a t D.C. General Hospital have any
knowledge of the problem, he said.

“I know it ’s a problem throughout  the hospital (St. Elizabeths),” Luisada said. “It 
is a problem throughout the city and its beginning to be a bigger problem in the 
suburbs.”

Luisada said th at for “nea rly two years, PCP was the leading cause of admissions” 
to the St. Elizabeths mental  hea lth center. The epidemic appears to have subsided 
in the last six months, he said.
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“I thi nk  around  her e PCP is beginni ng to get a rep uta tio n as a drug th at  makes 
you crazy,” Luisada said. However, a num ber  of previou sly tre ate d PCP pati ents  
have  been bro ugh t to the  hospital in psychotic condit ion aft er several bad exper i
ences wit h th e drug, he said.

Shan non, who was hospita lized for 12 days aft er  his leap from the  shower, was 
brought in aga in a few days af ter  his  relea se, aft er  try ing  to jum p from another 
window.

“I had  a lot of things on my mind. Peop le at  work were  hassling  me, giving me a 
hard tim e,” Shanno n said expl aining why he took the  dru g again.

He said he firs t trie d “angel du st,” because he “wante d to exp erim ent ,” afte r 
being freed  of a  heroin hab it las t year .

“Truth ful ly speak ing, I mai nly smok ed ‘angel du st’ wit h women. It makes them 
defensele ss, makes them  easy to get alon g with . I would tal k a lit tle  bit more. My 
rap  was stronger ,” Shan non said.

Shanno n said  he had no trouble gettin g PCP becau se he “used to tes t it for a 
friend up in No rtheas t who would get it by the  pound in plas tic bags. I didn ’t 
always hav e money but  I could  s till  g et it. ”

When he was firs t brought to the  c en ter , Shanno n “walked, screa med,  banged and 
talk ed to the  walls,” nur se Reddick  said. Like most of the  PCP psychotics, he 
refused  food, and  did not sleep for th re e or four days, sta ff mem bers  said.

“I don ’t even reme mber  how I g ot here. I had  hit  my head and I did n’t even know 
how I got the  stitche s,” Sha nnon said as he was being released  for the  second time 
on Wednesday.

“We’ve never seen problems like thi s with  any  of the  oth er drug s in the  streets, 
amphe tam ine s cause parano ia and  some  psychosis, but  not like this, not as bad,” 
Luis ada said.

Reddick added  th at  the  “sadd est th in g is the  type  of perso n who enter s into it— 
the  y oungste rs.”

[From the  Washington Post, July 3, 1977]

PCP: Killer Weed Is Status Drug 

(By Robin de Silva )

PCP, Amoeba, Angel Dust, Hog, Weed. These  are  the  str ee t nam es for phencycli
dine, an  ani ma l tran quil izer . Its  use in th e D.C. area  is second only to that  of 
mariju ana . It can knock out an  ele phant, bu t it can tu rn  a perso n into a raging 
semb lance  o f a corn ered wild animal .

Developed as an  ane sthe tic in the  lat e ’50s by Parke -Davis, its use on hum ans  was 
disco ntinu ed when many post- oper ative  pat ien ts awoke with severely psychotic 
symptoms. According to Dr. Paul Luis ada,  deputy medica l dire ctor at  Saint Eliza
be th’s Hosp ital,  it caused an “epi dem ic” of parano id schizo phren ics who were ad
mit ted to th e me nta l hosp ital in 197 3-74.

These severely paranoid and  violent pat ien ts were highly resis tan t to normal 
calm ing drugs, Luisada repo rts, and  the y were  ext rem ely  dang erou s owing to the ir 
excessive para noia . The pa tients  had  to be isolate d init ial ly and  rem aine d in the  
hospital from five days to four weeks. All had  used PCP prior to admission. None 
had  had  a his tory of psychot ic episodes.

One had become so violent in his parano id fears th at  he “atta cked everyone  in 
sigh t,” one 17-year-old broke all the  windows and fu rnitu re in his house  before he 
could be stopped. Ano ther  was shot  by police who were  unaw are  of his condition— 
he had failed to heed their  orders to halt.  PCP, Luis ada says, “ha s no equal  in its 
abil ity to produ ce psychoses nea rly  i ndi stin gui sha ble  from sch izop hren ia.” Q

Not a tru e halluc inogen, PCP caus es mispe rcept ions ra th er  than  actual  visions.
One PCP-intoxicated  man was found in his ap ar tm en t hallway  try ing  to stra ngl e a 
boy he tho ught was his son. He had  no son, bu t his ma rria ge was wavering over a 
disp ute  to have children. An oth er was found by police “singing nak ed in a sup er
ma rke t.”

Luisa da says  th at  PCP-induced psychoses are  still  the  numb er-one adm itta nce  *
type  at  St. Eliz abet h’s. He said th at  sen sitivity  to the  dru g varie s from person to 
person  and th at  its effects are  long- lasting, some times  causi ng a slow build-up of 
par ano ia wit h accom panying  d ang ero us mispe rceptions.

Patie nts  isolated  dur ing  the  firs t pa rt of th ei r hospi tal sta y int ermi tte ntl y 
scream ed, shou ted, banged or sta red  at  the  wall. They did n’t sleep and  frequ ently  
mis interp reted innocuou s stim ulii  as thr ea ten ing . They were suspicious of the ir food 
and of thos e who broug ht it, and  ou t of the  ward, several PCP pa tie nts  perceived a



senile old lady who made repetit ive motions in a wheelchair  as threatening. One 
man attack ed her.

Montgomery County narcotics agents have attrib uted  several murder/su icides and 
some homicides to PCP-intoxication. Persons with growing paranoia begin carrying  
a gun and, miscued by t he drug-induced perceptions, they misuse them.

Called Killer Weed because it causes numbness in arms or legs, it makes some 
users feel “dead.” It can creat e manic agitation , paranoia, restlessness. It can 
masquerade as other drugs since its effects simulate stimulants, hallucinogens and 
depressants, depending on what it ’s mixed with.

PCP comes in a multitu de of forms. It can be sprayed on mari juana  or ordinary 
cigarettes or mixed with parsley and smoked. In capsule form it is called Hog, and 
when bought in film tins  to sprink le on oth er substances it is known as Angel Dust. 
When it first appeared in the Haight-Ashbury area  in 1967, it was not considered a 
drug of choice, but it was recycled by underground pushers to spike thei r numerous 
impure wares.

It is now frequently used, by choice, in its stra ight  dust or capsule form, and 
considering its frequent unple asant  effects, police and doctors are mystified as to 
why it has become a statu s drug. It is not addictive, but its users tend to ingest it 
more than  once. For example, almost half of the PCP patients at St. Elizabeth’s 
retur ned a second time. They all  said they “though t they could handle it.”

A contradiction since its inception, the flower children called it the Peace Pill. 
Until  they tried it. The misnomer stuck, but the Peace Pill is now recognized as the 
most insidiously dangerous of the underground mindwares. It has been on the 
stree ts since the mid-’60s availed by a growing network of illicit laboratories. It is 
cheap to make, the chemicals are  common—thus, hard to trac e—and laboratories 
can be housed in vans.

Laboratories can gross up to $4 million a week. The profit is in the drug ’s 
diversity since it can “spike” almost any otherwise mediocre or unsaleable sub
stance.

The National Insti tute on Drug Abuse frequent ly found PCP to be the active 
ingredient in drugs sold as LSD, THC (the active ingredient in marijua na, which 
NIDA says has never existed on the street) and in mescaline and cocaine. In 
Milwaukee in 1970, five kinds of “mescaline” were analyzed—four contained mostly 
PCP and the fifth was LSD. An analysis of the alleged THC sold at  rock concerts 
and around the Philadelp hia are a proved to be mainly PCP.

Keith Stroup, national director  of NORML (Natio nal Organization for the  Reform 
of Mari juana Laws) says t ha t while technically NORML deals only with marijua na, 
he finds PCP to be “a terrib ly dangerous, foolish, idiotic drug to take.

“It completely debilitates people, and I’ve seen a lot of it. Not just  kids . . . 
successful adults, too. One man I know who has made a couple of million—he was 
young, quick, competent—started on PCP and the last time I saw him he couldn’t 
concentrate on anything, didn’t do anything. He jus t smoked one PCP joint after  
another.”

PCP clearly falls into the category of very dangerous drugs, Stroup said, and 
though he says he cannot under stand  how it became a drug of choice, he is well 
aware of its ability to sim ulate other drugs—in part icular the rock concert specialty, 
THC. THC is almost always PCP, Stroup confirmed—sometimes LSD; THC is chemi
cally unstable and must be ke pt at a specific tem perature, an impossibility in street 
sales.

While most kids don’t want to destroy themselves, he said, they don’t tru st 
government information and don’t realize t ha t what they learn  on the streets is no 
more valid. Ten years ago the government produced ridiculous drug liter atur e that  
no one could take seriously. Now, having spent $4 million a year  on drug research, 
there has been an accumula tion of honest information that,  in some cases, supports 
discouragement of chronic mari juan a use, especially for young people, Stroup said.

With an 8-year-old daug hter of his own, Stroup is concerned with any drug use 
involving children.

“We’re known as the dope lobbyists,” he said, “but giving two million mari juana  
smokers who are otherwise law-abiding people criminal  records hasn ’t abated the 
problem. We would like to approach drug abuse from a ‘help’ standpoint rat her 
tha n an accusatory one and would like to give people well-researched facts rat her  
tha n propaganda.

Most drug-users, particular ly young ones, have no precedents for distinguishing a 
personality-induced “bad tri p” from a drug-induced one. In fact, drug-induced un
pleasa nt episodes are hardly  recognized since users are conditioned to believe tha t 
the ir mind-expanding experience is entirely the ir own and is dependent upon the ir
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own state of mind. This atti tude has made PCP’s effects hard to spot as its use in 
drugs of other names could be discerned only by laboratory  analysis.

PCP is available in most major cities in the United States, but the  Drug Enforce
ment Agency has called the metropolitan area  the nation’s PCP capital.

[From the  Mancheste r Guardian Weekly, Aug. 14, 1977]
W

Angel Dust Devils: Chris topher  Reed Reveals a Frig ht en ing and Easily 
Processed N ew Drug H itting  the  Streets of America

A terrifying drug, as easy and no more expensive to prepare at home than  a 
cordon bleu recipe, is being sold on the streets of America. It is being used mainly <
by young people a t a rate  now described officially by experts as of epidemic propor
tions.

On the West Coast, where it is most popular, the drug is known as angel dust, 
rocket fuel, surfer, mist, or goon but in a symposium this month at the Sixth 
International Congress of the World Psychiatric  Association in Honolulu, it will be 
discussed under its formal name of phencyclidine, or more familiarly, PCP. The 
assembled experts will learn some horrific details about its effects.

In a court case in California recently, a young man who took too much PCP was 
found guilty of a grotesque murder and is awaiting  his term of imprisonment. He 
still claims no memory of his crime and refuses to believe the  gruesome details.

Charles Peters, a jobless drif ter of 29, stumbled into a house in San Mateo and 
grabbed a carving knife from the  kitchen. Then, “growling and grunt ing like a 
tiger,” he repeatedly jabbed and slashed at the abdomen of a young mother who was 
seven months pregnant. Hearing a child’s cry from the next room, he stabbed her 
22-month-old boy to death, leaving the bent blade lodged in the  child’s neck. Police 
arres ted Peters in the street,  where he had taken  off his clothes and smeared with 
blood, was shouting: “Glory, hallelujah.”

An emergency surgical team delivered the foetus but it (he) died 10 days later 
when life supporting equipment was removed. The mother survives.

In another case in California, a young telephone worker has recently been sen
tenced to life after a court heard  how he went suddenly berserk in the family home 
with a .22 rifle. He shot to death  his mother, father and grandfather . In both cases 
the jury  apparent ly ignored defence pleas that  the young men were, as medical 
witnesses testified, so in thra ll to PCP tha t their responsibility was diminished, if 
not destroyed. The theory is that  the jury, so horrified by the  magnitude of the 
crimes, chose to disregard this evidence because it could have meant a lighter 
sentence.

Those working on drug abuse are  convinced that  both murders were committed 
under the  influence of phencyclidine overdoses. It is believed t ha t five bru tal mur
ders in the San Francisco Bay area in the past year  can be pinned on the PCP 
compound, and in Los Angeles it accounts for 10 per cent of drug overdose cases.
PCP excess is also blamed for accidental or negligent deaths in which the victims 
drowned or were immolated.

The drug, which seems to have an appeal for the dispossessed, minorities, the 
racially oppressed, or those with a deep grudge against established society, is now 
approaching heroin as a major social problem. It has yet, however, to gain the same 
notoriety.

What exactly is this stuff? In a paper by two of the leading authorities, Dr.
Stanley Burns and Mr. Steven Lerne r of San Francisco, it is “a white crystalline 
powder which can be taken  orally, by smoking (inhalation), by snorting (insuffla
tion) and by the  intravenous route, though this is rare. Powder forms are generally 
sprinkled on ‘joints’ of marijuana, or on mint or parsley, or sometimes sniffed.

An overdose, anything from five milligrams can produce violent and bizarre 
behaviour, unexplained loss of memory and speech, thought disorders, personality 
changes, anxiety, severe depression, suicidal tendancies, delirium up to 15 days, 
stupor, and coma. First signs can be a  blank st are or nystagmus—rapid vertical and 
horizontal eye movements. Victims may suffer breathing or kidney irregularities, or 
even seizures and heart  failure. Or they may just go crazy, berserk . *

PCP is used officially only as a tranqu illise r for monkeys. It became illegal 
officially in 1970 after trial s on humans were abandoned in 1965 by the developers,
Parke, Davis and Company because of “recurrent , prolonged delirium” in some 
cases. Its street popularity comes from a combination of properties undreamed of, 
unfortunately,  by its synthesisers.

It is cheap and the ingredients well known. What an ama teur  chemist can 
produce in a basement laboratory for one cent can be sold on the corner for ten to
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fifteen dol lars a dose, anyth ing from two to 20 milligrams. “Once you know how you 
just  add a bit of this, a bi t of tha t, and stir,” said a chemist.

It can be easily “cut” or mixed into less dangerous or harmless drugs and passed 
off as them. Innocents have bought PCP as THC, the active ingredient of cannabis, 
although THC is impossible to produce as powder (it would be an oil).

Carmen Helisten, a chemist and director of the Stree t Drug Analysis, a group in 
Palo Alto, California, which tests your st reet purchases by mail for five dollars—and

» has saved many from a ki ller trip —describes PCP as “Scarey.” She says: “It ’s really
nasty and unfortunately those who use it heavily seem to have some grudge against 
society and don’t care how bad the  stuf f may be.r’

She also emphasises that  some of the PCP’s worst effects could be caused by 
impurities and toxics from clumsy processing—“a factor not considered enough on

> this and other drugs by the autho rities  and the anti-drug establishments . ” But like
others she notices an alarm ing and recent increase in PCP and it worries her.

In forthr ight words for scientists, Burns and Lerner say: “PCP is one of the most 
dangerous s treet drugs now being used.”

[From the  Chis tian  Science Monitor, Oct. 7, 1977]

New Alarm Heard on Drug Abuse; Officials Cite Dangers of PCP

(By Brad Knickerbocker)

San Francisco.—It carries many names: angel dust, hog, crystal, peace pill. 
Chemists call it phencyclidine, or PCP, and drug officials say it is causing abuse 
problems of major proportions around the country.

This new and growing problem is particularly acute, experts say, because PCP is 
cheap, easily produced, and can have unpredictable, long-lasting, and perhaps even 
permanent effects on the  user.

In some cases, defense attorneys have cited PCP use as a defense for accused 
murderers who had never before been violent.

“I’m very concerned about it,” says Robert DuPont, directo r of the National 
Insti tute on Drug Abuse. “It does seem to me to be the No. 1 new area of concern.”

Federal drug studies underline the recent rapid increase in the  use of hallucino
genic drug, particularly among young people of junior-high and even grade-school 
age. Data gathered by the federal Drug Abuse Warning Network (DAWN) from 
hospital emergency wards, medical examiners, and drug crisis centers show PCP’s 
share  of all hallucinogenic incidents increasing from 13 percent in 1973 to 43 
percent last year.

“Increases in hallucinogenic abuse almost entire ly are due to an upsurge in the 
use of PCP,” said David Hoover of the Federal Drug Enforcement Administrat ion 
(DEA).

New York, Detroit, Washington, D.C., and the San Francisco Bay area  account for 
a large part  of the reported PCP incidents (overdoses and arrests  for possession and 
sale). But officials say use of the drug has spread to all 50 states.

The only legal use for PCP is as an animal tranquilizer. In addition to publicizing 
the dangers of the drug and cracking down on illegal sales, a proposal to tighten  up 
federal manufacturing and storage restrictions has been made by the U.S. Justice 
Department to the departmen t of Health, Education, and Welfare.

San Francisco psychologist Steven Lerner, a nationa lly recognized expert on PCP, 
points to studies showing more young people using the drug. One study completed 
in March put the average age for PCP users at ju st under 15, compared with 19 less 
than three  years ago.

“What this really indicates is tha t in many parts  of the country it’s reaching 
epidemic proportion. There’s jus t been a tremendous escala tion,” he said.

Drug enforcement and medical sources say PCP is pa rticularly dangerous because 
reaction can range from violent attacks on others to comas and suicide. The effects 
often remain much longer tha n other drugs, reports Mr. Lerner, even up to 214 
years.

9 Unlike other illegal drugs which must be imported or require complicated manu
facturing procedures, PCP can be made from relatively  simple “cookbook formulas 
you can purchase on the stre et,” said Mr. Lerner.

Doses can be bought for as little  as a dollar or less, and the  relative ease with 
which young people can make or obtain PCP makes the drug “particularly menac
ing,” said Dr. DuPont.

Sophisticated large-scale producers, some supported by organized crime, are  in
creasingly getting into PCP production and trade. DEA arre sts for PCP abuse
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jumped 43 perc ent between 1974 and  1976. In the  firs t six months of t his  year, the  
DEA raide d 28 illegal PCP labo rato ries , compared with  17 for all of 1975.

[From 60 Minutes, vol. X, No. 7, as broa dcas t over the  CBS Television Network, Sunday, Oct. 23, 1977]

Angel Dust/PC P w

(With CBS News Correspondents Mike Wallace, Morley Safer , and Dan Rathe r)

Mike Wallace: Angel dus t is PCP —phencyclidine  hydrochloride. The Drug En
forcement Administra tion tel ls us that , second only to hero in, it is the  most danger
ous dru g in the  coun try today. Yet  the  recent  spread of PCP has  come so quickly 
th at  few people outside the  d rug  scene have  even hea rd of it.

PCP is made from chemica ls. It  is a whi te power. And spr ink led  onto mint , or 
pars ley leaves, sometimes onto ma riju ana , it is smoked in a ciga rette. In heavy 
doses, t he  d rug numbs the  senses, so effectively th at  time was docto rs wanted to use 
it as a surg ical anestheti c. But in str ee t dosages now common, the dru g propels the  
user into  a world of hal luc ina tions within  a couple of minu tes. It can  also trigger 
unco ntro llab le violence. Law enforcemen t officials around  the  c oun try  report  its use 
is ap proa chin g epidemic proportions.

The county fair  a t San Jose  in Cali fornia, a burg eoning city th at  h as been dubbed 
by narcotics  officials the  PCP cap ita l of the Uni ted State s. Hereabouts, PCP is sold 
by the  indiv idual cigarette.  It ’s know n on the  str ee t as ‘cry sta l’ or ‘KJ’. Narcot ics 
officers who’ve seen how dangerous  its users can become are concen trat ing  on 
pu ttin g the  se llers out of business.

Narcotics Officer: You’re under arr est . Ju st  s tay  cool. S tay cool.
Seller: Wh at’s this?
Officer: Police. Pu t you r han ds on the  hood of the  car. You ju st  sold it to narcs.
Wallace: From a small van, we watched as undercover narc otics agents made a 

buy. The local ra te for one PCP cig are tte —ten dollars.
Man : Here , I got the money. It ’s cool.
Wallace: The drug is so powerful th at  jus t one drag from a cigare tte can get a 

smoker high. And five or more persons can get high from just one joint . Officials 
est imate  the re are  over 500 of the se dealers in San Jose. They arrest ed four th at  
night.

Narcotics Officer: Th ere ’s cops all  a round. You’re und er arr est .
Narcotics Seller: Police! Police! Narcs!
Wallace: But by all accounts, nothing has stopped the ma rket from growing, not 

even the th reat  of  a prison sen tence th at  can  go as high  a s four year s.
Undercover narco tics officer Ted Keech.
Ted Keech: We have a lot of people th at  we’re arr est ing , not  only using but 

sellin g PCP th at  are  your  middle-class kids; the y’re coming  from good middle-class 
homes. They decide th at  by smoking  PCP they can —they can go into a high where 
they completely lose track  of rea lity . They  completely escape from —from whatever  
problems they may have. A lot of it  also is peer  group pressure. You have so much 
PCP abus e in this are a th at  i t’s hard for a young kid, say 16, 17, 18 y ear s of age, not 
to come in contact with  it.

Wallace: The problem is worst in San Jose’s Chicano comm unity . Three users,  
who are und er tre atm ent because the y can’t seem to get off the dru g by themselves, 
are Guy, Geneva, and Rosie.

Guy: Well, you know, I do as much as I can get a hold of, as muc h as I can afford.
Wallace: You mean once a  day?
Guy: Fou r t imes, five tim es a day,  if I can afford it.
Rosie: It ’s a  tri p. It plays with you r mind.
Wallace: But does i t play hap pily  w ith your  mind?
Rosie: To me i t does. It  depen ds-----
Geneva : It makes you feel, you know, like danc ing and  eve ryth ing, you know. It 

all depends on the  mood y ou’re in, you know. It—And you-----
Rosie: Yeah,  and i t depen ds on th e person , too. g
Geneva : And it depends on t he  person , you know.
Guy: Well, I jus t like the high.  I like the  way it affects  me, wh at it does to me.
Wallace: What?
Guy: Well, I jus t like to be, you know, bombed out of it.
Wallace: A dream world. The trouble is the  use r doesn’t know where his habit 

can lead him. The effects of PCP are at  best unpr edic table. While  some can hand le 
it, others  cannot.
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And doctors here in the  emergency room at the Valley Medical Center in San 
Jose see a steady stream  of those who cannot. They are  brought here by family or 
friends or by the  police because they are seen talking incoherently  or hallu cinating 
or behaving in a bizarre  fashion. And many of them become violent while using 
PCP.

The California State  Prison at Vacaville. We went ther e to meet Barry Bresky, 21 
years old, a  regular  PCP user. One day a year ago, he found out how violent you can 

*  become.
What happened, Barry?
Barry Bresky: I was in my room, and I had my rifle with me. And I came 

downstairs, a nd I walked into the family room and the family was watching the  TV 
set with their  back to me.

Wallace: Hm-hmm.
Bresky: And then I star ted firing the rifle. And I was standing  behind my—my 

dad, and I shot him.
Wallace: T hrough the head?
Bresky: Yes.
Wallace: And then righ t away-----
Bresky: Almost ins tantly , my mother.
Wallace: Before the crime took place, how much PCP were you smoking?
Bresky: Well, you know, at least three times a week. And the last time I had it 

before my arre st was th e Sunday before, and I think  I split a quarter-gram between 
me and one other person.

Wallace: And th at was how long before the killings?
Bresky: A day.
Wallace: Are you really  persuaded that  i t was PCP, th at  it made you in effect do 

what you did?
Bresky: Yes, I am.
Wallace: What makes you so sure of tha t?
Bresky: Because I couldn’t go along with tha t idea now. I mean, it had to have 

been the constant  satu ration to my brain of tha t drug that  made me actually go 
along with the idea. I did go along with it.

Wallace: And ha d you ever done anything else violent?
Bresky: No.
Wallace: Are you satisfied tha t Barry Bresky killed his mother and fath er under  

the influence of PCP?
Steve Lerner: T here ’s no doubt in my mind about that .
Wallace: Researchers Steve Lerner and Dr. Stanley  Burns are the country’s 

leading exper ts on PCP.
Lerner: Barry had been chronically using the drug, and at the time of his arrest 

he had a detectable level in his urine.
Dr. Stanley Burns: Anybody—I feel anybody who’s exposed to the drug over a 

long enough period of tim e is going to become severely depressed and ultima tely is 
going to be some—become psychotic.

Wallace: And how much  violence is involved with the chronic PCP user?
Burns: Predictably, almost anybody who used it on a chronic or regular basis 

became paranoid, became fearful of others, became socially withdrawn, and started 
to exhibit unpredic table violence or aggressive behavior against family, friends, or 
anybody.

Wallace: That  happened to this man, Charles Peters. His random victims—a 22- 
month-old child and an unborn infant, a crime he doesn’t even remember commit
ting, for am nesia can be one of the drug’s bizarre effects. He, like Barry Bresky, is 
in prison.

Charles Peters: Ju st all of a sudden something jus t came over me, told me to 
leave out of my home. And I walked out of my home. That’s all I can remember 
about it.

Wallace: For tha t reason, we asked P eter s’ a ttorney, Tom Nolan, what happened. 
Information he’d been able to piece together from witnesses and the victim.

Tom Nolan: He came across the freeway; th ere are eight lanes there. He crossed 
the freeway, down a path. He entered the back door of a house, someone he didn’t 
know. It was open. Mrs. Singaris was standin g at the dishwasher, or the—the sink, 
doing the dishes. He appar ently  picked up a long kitchen knife. She is pounded 
against the wall, and in the  mean—middle of this attack, he hears the sound of a 
child. She has a 22-month-old child. He immediately went in and proceeded to stab 
the child. She came into the room, saw the stabbing, yelled at him “Stop!” He 
turne d and looked at her, in her words, as if nothing unusual  was going on, and 
then proceeded to stab the  child to death.

33-300 0 - 7 3 - 2 4
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Wallace: Mrs. Singaris was also stabbed. At the time, she was pregnant. Because 
of the  attack, she gave birth to a premature  infant who died eight days later.

Peters: I tell them, like, t ha t couldn’t be me. I couldn’t have did it. But they told 
me th at  I did.

Burns: I don’t think  it’s th at  infrequent tha t violence or aggressive acts are 
carried  out under the influence of PCP. In talkin g with chronic users, several of 
them suddenly with—really unpredic tably became violent.

Lerner: So I think  what we’re seeing are people that  are chronically using the •
drug that  have a greater likelihood of getting into difficulty with it. But you may 
only use it one or two times an d become violent or unpredictable.

Wallace: That hasn’t frightened many of the  users. In almost every disco in San 
Jose, there is PCP for sale. At one, this young man told us he was on the drug. That 
spacey look and the inability of users to control thei r minds and bodies while under r

its influence has led to some tra gedies  for the users.
Eve Torres runs a drug project in the Chicano community. She has first-hand 

knowledge of what can happen.
Eve Torres: I thin k the re’s a lot of violence that  goes on that  is not reported. A 

lot of rapes when the girls are at  parties and they get so high or they get ozoned, 
where they become th e victim then.  They have no control of defending themselves.

Lerner: One woman’s driving down the stree t erratically. The police pull her 
over, and as they attempt  to arr est  her, she resists arrest.  She is taken to a jail 
setting and part  of the booking process is she’s left unattended  in a shower. She 
drowns in three  inches of water.

Burns: The drownings really repre sent the—the—the major way th at people have 
died under  the influence of this particular  drug. To the best of our ability to 
understand that, the drug inter feres  with your sense of movement and space. In 
other words, you can’t walk properly. You look incoordinated. You can’t move 
properly, and in the water  I’m not certain  tha t they can move properly or tha t they 
even know which way is up  and  which way is down.

Wallace: So they lose control and drown.
Burns: Yes. Yes.
Keech: I would say it’s probably the most devastating drug that  we have tha t 

we’re working with in this  area  righ t now. And I include heroin as being less of a 
devastating drug than  PCP. People are manufa cturing  i t on a —on a large level, and 
there obviously is some money behind it. There’s—the re’s obviously people behind 
the distribut ion of it.

Wallace: Lake Houghton in Michigan. What appears to be a small lakeside 
cottage is instead a makeshift PCP lab. When agents from the  DEA—the Drug 
Enforcement Administration—and the Michigan State  Police moved in, they found 
jar s of liquid and chemical para phernal ia in the tru nk  of a  car outside the house.
Chemists ran tests on the spot, and later found t he liquid chemical was one of the  
main ingredients of PCP. The agents arreste d Patricia Joseph and Joseph Thomas 
on charges of manufactu ring PCP. Thomas had been arres ted four months earlier 
for ope rating another clandest ine PCP lab. The drug is easy to make, and the cost is 
low. In this case, the equipment and chemicals cost $200. Estimat ed street  value of 
the  PCP involved—$200,000. Two hundred thousand  dollars’ profit for just a few 
days work. There is so much money to be made, autho rities  suspect organized crime 
is alre ady involved in the drug’s production. Labs, t he DEA told us, are springing up 
faste r than narcotics agents can shut  them down. And the stre et sellers are doing 
all they can to push their product, sometimes slipping it into marijuana  cigarettes 
to hook unsuspecting new users. Other  times, paying regular users to entice other 
young customers.

Burns: It’s in a growth phase. There ’s no question tha t now we’re seeing signifi
cant  use, significant numbers of people being exposed to th is drug, which was not in 
existence two or three  years ago. So we’re saying over two or three years the re’s 
been a tremendous increase in the  numbers of people.

Lerner: We’ve seen PCP in 39 state s recently, and what we’ve seen is the average 
age of firs t use is about fourteen-and-a-half years. The average age of continued use 
is about fourteen years eight months.

Wallace: Fourteen? ’
Lerner: Right. Although we’ve seen kids nine, ten, and eleven that  have initiated 

the use of PCP. I t’s a very social drug.
Wallace: But it’s an expensive drug. One joint  may cost ten, twelve dollars.
Lerner. And what the kids are  typically doing is pooling the ir quarters , and are 

able to buy a joint  for l et’s say five or ten dollars, and then at recess time go out in 
the school yard and smoke it, and stay high for the  remain der of the day.



Burns. I think  it’s a—it’s a drug fraught with danger, tha t ultimately  you can’t 
guarantee  somebody tha t they won’t have persistent or prolonged or maybe irre 
versible kinds of damage. In other words, it—there ’s no gua rantee tha t if somebody 
experiences difficulty with memory or difficulty with speech, or—or bizarre thin k
ing or slowed thinking, the re’s rib guaran tee tha t tha t ever disappears.

Torres. There was a man tha t the  police had picked up down on First  Street . And 
he was acting very crazy; he was very hostile, very angry, was breaking windows. So 
they took him to a cell and they booked him in. They left him there for a couple of 
hours, and all the man kept saying was help me, help me. When they returned 
back, the man—it’s the assumption  tha t he had been seeing something horrible— 
took out both  of his eyes with his hands. He just tore them out.

Wallace. If you know—and you say tha t you know—tha t it eats your brain, 
burns your brain, and yet you keep on using it, why?

Geneva. I don’t know.
Wallace. I mean, what does it do for you th at—tha t—that  would persuade you to 

keep on using it, if indeed it does what they say?
Geneva. I don’t know.

[From Tim e, Dec. 19, 1977]

PCP: “A Terror Of A Drug”; Snorted, Swallowed, or Injected, Angel Dust 
Can Kill

Angel dust is the  most common name. It is also known as goon, busy bee, crystal, 
hog, elephant  tranquilizer and superjoint. By any name, phencyclidine (PCP) is the 
most dangerous drug to h it the  s tree ts since LSD became widely available a decade 
ago. Its use is growing rapidly; a Nationa l Insti tute on Drug Abuse (NIDA) study 
found th at  nearly a third  of the young patien ts reporting to drug-treatment centers 
have tried PCP and one-fifth used it regularly. Angel dust has been linked to 
hundreds of murders, suicides and accidental deaths—214 last year in the Detroit 
area alone. Says a Boston drug hotline  worker about new PCP users: “They don’t 
know what they’re gett ing into. They think  it’s just some easy high. Man, are they 
surprised!”

A user in California walked into a house t ha t he had picked a t random, killed a 
baby and stabbed a pregnant woman in the stomach. Under influence of the drug, a 
man in San Jose, Calif., tore  out both his eyes with his bare hands. In the Chicago 
area, more than  a dozen cases of drownings have been attr ibuted to PCP use: 
victims lose a sense of direction and space and cannot fight the ir way out of the 
water.

The effects of the drug are so unpredictable tha t users call it “heaven and hell.” 
Irrat iona l or violent action is typical of chronic users, but even dabblers are not 
immune to sudden rages. A small dosage of PCP can produce a high tha t resembles 
drunkenness and can lead to anything  from euphoria and a sense of bouncing to 
depression and hallucinations. Larger  doses can bring convulsions, psychosis, uncon
trollable  rage, coma and death. “It ’s a real terror of a drug,” says NIDA Director 
Robert DuPont. “Everything people used to say about mari juana  is true about angel 
dust.”

Developed in the 1950s as an anesthetic, PCP was banned for human use after 
tests showed erratic side effects, and it is now legal only as a tranquilizer for 
monkeys and apes. It can be snorted as a  powder, injected as a fluid or swallowed as 
a pill. But usually the drug is dusted or sprayed over parsley, mint leaves or 
mari juana and smoked. Some dealers doctor low-quality mari juana with it. Others 
simply sell it to naive youngsters as LSD, THC (the active ingredient in marijuana), 
mescaline or even cocaine.

One reason for the rapid proliferat ion of PCP is that  the drug is cheap and 
available. For $100, a handy amateur can manufac ture PCP worth $100,000 on the 
street.  “It ’s a terribly easy thing  to do,” says Hugh Shanahan,  a federal Drug 
Enforcement  Agency official in Los Angeles. “It requires  no sophisticated equip
ment. Even someone without a chemistry background can do it.” Thus PCP is 
churned out in hundreds, possibly thousands of makeshift labs around the country, 
often in  remote areas, where there is less chance that  its tellta le ether odor will be 
detected.

Though police often track down these producers through  tips from shocked and  
disgruntled PCP users, they have another way of finding the labs. Some solvents 
used in turn ing out PCP are so volat ile tha t L.A. police have zeroed in on several 
labs simply by following up fire-department  reports of suspicious explosions.
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PCP may require an entire ly different  enforcement program. Officials who were 
trained to cope with limited imports of natu ral drugs are now facing an array of 
new synthetics tha t can be easily concocted at  home. Some 20 variations of PCP are 
probably already on the streets, most of them perfectly legal because author ities 
have not got around to banning them. “We’re heading into a new, dangerous era,” 
says Dr. Mitchell Rosenthal, head of Phoenix House, a drug-free program in New 
York City. “The natural substances—opiates and so for th—are not going to be the 
problem of the future.” w

Government planners are belatedly mapping a campaign to educate the public 
about the dangers of angel dust. But one official is frankly puzzled about how to 
approach PCP users. Says he: “It ’s hard to understand  why people are taking PCP.
They don’t take it to get high. They don’t take it to make sex better. They take it to
zonk themselves out. In a way, it ’s a disguised death wish.” f '

[From The Today Show. Feb. 21, 1978]

PCP

(By NBC)
Tom Brokaw. You remember on the Today program ear lier  this year when we 

brought you news of the  spreading  popularity of a drug called PCP or angel dust? 
Well now, during the next few months, the National Inst itute on Drug Abuse will 
be carrying on a major educational national campaign against PCP. The govern
ment says tha t angel dust can kill you if you take it, or it can cause you to kill 
others. Even so, millions of young Americans have used it.

We get more on the drug now and the campaign against it from NBC News 
correspondent Don Harris in Los Angeles.

Don Harris. Actor Robert Blake, filming a plea to potential  users of a drug called 
PCP.

Robert Blake. Hi gang. I wan t to talk  to you about dope, bad dope, PCP. Yeah, 
you know what I’m talking about: animal trangs,  angel dust. It’s bad news. It’ll do 
you in. I wish I could . . .

Harris. Bobby Blake was once a junkie. He’s hoping o ther drug users will listen 
to him.

Blake. PCP is a rat tle snake. It ’ll turn  around and it’ll kill you. So please, please 
stay away from it and keep your friends away from it.

I love you. And tha t’s the  name of that tune.
Harris. Phencycledine hydrochloride is known by a grea t many names: PCP, 

angel dust , crystal, cyclone, peace pill. It ’s sold in crystal form, sometimes in tablets.
Most often it’s sprinkled on mari juana  or oregano or dried parsley or mint. In 

tha t form it ’s smoked as a c igaret te or a joint.
The National Insti tute for Drug Abuse says that  five million Americans between 

the ages of 12 and 25 have used PCP at least once.
This man has used PCP more t han  once. He’s a  chronic user. When th is film was 

made by a San Francisco company called IOO (?) Productions, the man was slightly 
intoxicated on PCP.

Man [With Slurred Speech], I like it. I hallucinate, I see th ings. I like it. It’s a 
good drug.

Harris. Tha t’s the most puzzling aspect of the growing use of PCP. It is not a 
good drug.

When PCP first appeared on the  streets in the San Francisco area in 1967, users 
quickly put out the word that  the  peace pill, as it was most often called then, was a 
lousy trip. After a brief flurry, it disappeared from the stree ts almost entirely.

But now, a  new generation of drug users, often unaware that  they’re gett ing PCP 
is beginning the experiment al l over again.

Steve Lerner. For somebody tha t has used, for three or more days per week for a 
period of six months or more and then discontinues the ir use, then they have 
problems which persist for as long as five years out. That they have difficulty with 
speech, memory, abstract ion, concentration. Then they have brief periods where 
they're  bizarre or violent or  suicidal  or homicidal or amnesiac, five years after their  
last dosage.

Harris. Steven Lerner has been studying the effects of PCP through a clinic in 
San Francisco.

Steve Lerner. Somebody may stumble into a house; a  person intoxicated on some 
cycledine, sees a 22 month old infant, stabs the infan t to death and then turns the 
knife on the child’s mother who is seven months pregnant, and splits her down the



middle. Or a young man  th a t’s well und er the  influ ence  shoots  his mo the r and  
fath er.  Or somebody else who, again, stum bles  into somebo dy’s house he does n't 
know, finds a ham mer , bludg eons the  person to dea th, remove s both eyes and  the n 
sits  down and has  b reak fast .

Harris. Those thin gs ac tua lly  happe ned. Those acts  were comm itted by heav y 
PCP users.

Obviously the  cases studied by Ler ner  are the  extr eme , the  most severe cases. 
Obviously, not all of t he  five million  people who have  tri ed  PCP are  affected to this 
degree . But even those  people  who use small am oun ts of PCP develop sever e and  
sometimes  last ing  problems.

At a clinic called Pride House in Los Angeles, about 35 per cen t of the  pat ien ts 
have  used PCP. They  ran ge in age from 14 to 22. Almo st withou t exception, the  
young people I talk ed with her e said the y took PCP because it made them numb, 
made the ir minds a blank, made them  una ble  to th ink  or feel, made  the m forget 
th ei r problems.

I asked  this  girl, a 14 ye ar  old, wha t sor t of problems she  could have th at  would 
make her wan t to use som ething like PCP.

Girl. My gra ndf ath er,  you know—you know, he did stup id things, you know, to 
sati sfy—he used to satis fy his needs, you know. And my gra ndm oth er, she—you 
know, she did n’t know wh at my gra nd fat he r was doing. I don ’t know. More or less, 
my gra ndmo the r’s like a lesbia n. And you know, she tried  when she firs t got 
ma rrie d to him. And you know, Dad wrote  t o me and  a ll this .

Harris. Dr. Gera ld DiAngeles says th at  most of the  heav y user s of PCP th at  he 
sees are trying  to escape  from their  problems, from life, if n ecessary.

Dr. Gerald DiAngeles. Let  me go through some of th e 14 ye ar  olds th at  I can 
rem emb er off t he  top of my head. There’s inces t, about 60 per cen t of o ur girl s have  
had  incestuous  relatio nsh ips  with  the ir father, step -bro thers, occasionally, moth ers. 
Beatin gs, stabbings, divorce,  sep arati on, alcoholic paren ts, pro stit ute s for par ents. 
Some of our  14 yea r olds have  lived on the  str eets for as much as two yea rs 
pro stit uti ng  t hemselves, sell ing  drugs.

They are—most of th em  ar e 14 y ears  old going on to 40.
Harris. DiAngeles says th at  PCP is more dangero us th an  hero in or bar bit uat es.  

But  th at  unti l society stops abusing  its chi ldre n, it ’s chi ldr en probably will not stop 
abusi ve use of drugs .

DiAngeles. If PCP were  stopped tomorrow, and  all  PCP  production  was stopped , 
we would still  be seeing  t he  s ame kinds of kid s usin g som ething  else.

Harris. In the  past , muc h has  been said abo ut the  harm ful  effects of subs tanc es 
such as mariju ana . Much, th at  simply was not tru e. Society trie d to keep its young 
people from exp erim ent ing  with drugs  by sca ring them . Now, in the  case of PCP, 
the y may sim ply not believe us.

Still, we ough t to tell  you th at  of all the  people we tal ked  to, users , doctors and 
res ear che rs alike , the y were in agr eem ent  on one point.  If you ’re going to exp eri
me nt with  a drug, pick som ething  o the r th an  PCP.

Man. With out question it is the  most dangerous  drug available .
Harris. If you knew  yo ur bro the r was abo ut to use PCP, wh at would you tell  

him ?
Second Girl. I’d do anyth ing  to stop him. Knocking him  in the  head  to—I don’t 

know. I—you know, he ’d be tte r not. [words unintel ligib le].
Don Har ris, NBC News, Los Angeles.
Brokaw. One of th e problems in control ling  PCP or ange l dust is th at  it can be 

made, in effect, in bas ement  laborator ies, and  it can be made cheaply . The elements 
th at  are requ ired  for the  produ ction  of PCP are ava ilab le to ju st  abou t everyone.

The re is anoth er problem, however, in the  produ ction  of PCP—one of the  bypro d
ucts  often in the  produ ction  of it . It ’s c yanide gas. And th er e have  been cases in this 
cou ntry wher e people hav e been killed mer ely produ cing PCP o r angel  dust.

So it is something for everyone, no mat te r whe re the y live, to be aw are  of.

[From the  Daily News, Feb. 23, 1978]

Angel  Dust, the New Killer in Town 

(By Marc ia Kr am er)

Jam es Howerto n said th at  there were two thin gs th at  mad e life worth  living—his 
mot her , with  whom he sha red  a tiny  flat  on W. 119th St., and  smoking ma riju ana .
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Then last year, the 26-year-old Howerton smoked angel dust , a new “weed” on the 
New York drug scene. He smoked two “nicke l” bags—about four joints—and then 
he went home.

There, his mother  was attacked  with a knife and killed. Howerton’s own hand 
was badly gashed, but the next day, he said tha t he did not remember the  murder.

That was odd, because Howerton had writ ten on the living room wall with a red 
marking pen: “I love my mother and didn’t mean to kill her .” w

Police who d etailed the Howerton case, which is still pending in the courts, said 
tha t this was not  unique.

City police and federal drug agents say that  in the past six to eight months, 
violence and psychosis among area teena gers have skyrocketed. The cause, police 
say, is angel dust. C

It is a cheap high, the newest and most dangerous drug in town.
Angel dust is the stree t name for the drug  phencylidine (PCP), which was devel

oped as an anesthetic in the late 1950s. But its use on humans  was discontinued 
when many patients awoke after  surgery with severe psychotic symptoms. Its only 
legal use now is in tranquilizing monkeys and elephants, whose systems appear 
immune to the drug’s side effects.

Angel dust goes by dozens of s treet  names, some of them indicating the form in 
which it is sold and others as trade  names coined by individual street sellers. Peace 
pills, white powder, superjoint, bosy bee, hog, elepha nt tranqui lizer, crystal, and 
green tea are some of the more popular names.

It also is called killer weed because it causes numbness in the arms and legs and 
because it  makes some users feel “dead.”

It can create  paranoia, restlessness, manic agitat ion—and it can masquerade as 
other  drugs because its effects sometimes resemble hallucinogens like LSD, or 
stimulants or depressants, depending on w hat it is mixed with.

Although angel dust is snorted, taken  orally  or injected, i t is most often sprinkled 
on marijuana, mint leaves or parsley, then  smoked. This is the root of the  crisis.

The reason, drug rehabili tation workers say, is tha t some kids using it consider 
angel dust as jus t another type of ma rijuana .

“Tha t’s the tragedy of the drug,” says Dr. Mitchell Rosenthal, the head of the 
Phoenix House drug rehabilitation program. “The country has gone soft on grass, so 
kids thin k tha t angel dust is not dangerous, tha t it ’s jus t a kind of superjoin t.”

Experts also say tha t there is no way to predict jus t how the  drug will affect 
users. One user told The News tha t she halucinated. “Flies were attacking me,” she 
said. “A bowl of soup smiled a t me.”

David Hoover, a spokesman for the federal Drug Enforcement Adminis tration in 
Washington, says the halucinations, and violent  or  aggressive behavior, a re the mild 
effects of the drug.

“They’re the easy one to deal with,” Hoover said. “In some cases the drug can 
induce comas lasting a few hours to several weeks, or cause psychosis that  closely 
resembles paranoid schizophrenia.”

Hoover, who says tha t one dose is enough to effect a user, reported that  the 
amount of angel dust on the stree t has doubled in the past year.

“The trouble,” he said, “is that the drug is do damned unpredictable.”
Charlie (not his real name) knows all about  angel dust and violence. His best 

friend nearly died afte r Charlie stabbed him four times while on a “dust high.”
“I didn’t know I did it until the next day when my girl friend came over to my 

house and told me tha t my friend was in the  hospital and that  I put him ther e,”
Charlie said.

Charlie, who ha s spend four months in the Phoenix House program, remembered 
something else about angel dust. “The first time I smoked it,” he said, “I thoug ht it C
was a reefer (mar ijuana ). I didn’t know it  was dust until  afte r I smoked it  and felt 
funny. I had to ask  somebody w hat it was.”

Sally (another alias) began smoking angel dust three  times a week when she was 
13. Her father, a computer executive in  ano ther  state, and her mother, a secretary, 
did not know about her habit. <

“On a dust high,” said Sally, now 17 “you do things you don’t know about. We 
used to rob places, small stores and gas stations. The most we got from one job was 
$500.”

Like most users, Sally has flashbacks even though she has not touched the stuff 
in months. Her manner is hesi tant, withdrawn, spaced out. She speaks in a whisper.
Her case workers at Phoenix House say th at  this  is possibly because of her  large, 
continuing doses of angel dust.
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Medical research into angel dust poisoning indicates tha t Sally’s problem—the 
flashbacks and the almost catatonic mood—is related  to the drug ’s affinity for the 
fatty tissues of the brain.

A series of medical tests on rats, reported in the August 1976, issue of “Clinical 
Toxicology,” showed tha t elements of the drug a re retained in the brain cells ra the r 
than passing out of the urine and bloodstream. In humans, the study concluded, this 
can cause flashbacks and mental symptoms tha t resemble schizophrenia.

Who uses angel dust?
Local prosecutors, like Queens District Attorney John  Santucci, say th at users are 

mostly teenagers, 14 and older. Federal drug agents agree that  users are eithe r 
young, or are unsophisticated about the types of drugs on the market.

At Phoenix House, 17 of the last 20 admissions to its program for adolescents said 
that  they were angel dust users.

And findings reported by SPARK, the Board of Education’s drug prevention 
program, estimated tha t 30 percent to 40 percent of local high school students use 
or have used angel dust at least once. This can include takin g a drag on a dust 
cigaret in a schoolyard.

Community workers in Brownsville, the South Bronx, lower Manhattan, East 
New York and other parts  of the city all report that  the use of angel dust has gone 
up sharply among teenagers in recent  months.

But the drug is not restric ted to lower-class kids or to teenagers from any ethnic 
or racial group. Santucci says that  white middle-class youth in Queens are heavy 
users. Reports from Nassau and Westchester counties say the same thing.

In short, angel dust knows no social or geographic class. Rich kids use it. So do 
the poor. And they are  equally in  danger.

“They are way over the ir heads, using a drug tha t they are  not equipped to 
handle,” a Phonix House counselor said. “What we need is some way to get the 
message out th at angel dust is a real bummer.”

[From th e Dai ly News, Feb.  24, 1978]

Angel Dust—Not a H eavenly H igh; The City’s New K iller  Drug is no 
Barg ain  at any P rice 

(By Marcia Kramer)
“Buy my dust 
“It ’s a must;
“Guaranteed 
“Your head will bust .”

—Bryant P ark ang el  dust spi el .
It was cold in Bryant Park  behind the main New York Public Library. Very cold. 

But the scarfaced man shifting  his weight from foot to foot was trying not to mind. 
He kept his eyes on the 42d St. traffic, looking for cars with out-of-town license 
plates, the ones tha t might contain customers.

After about 15 minutes, a car stopped. Two teenagers were inside. A girl, about 17 
years old, got out and the scarfaced man went into  his sales pitch.

He was selling angel dust, the  newest and most dangerous drug in New York.
“Buy my dust,” the man said. I’ll sell you a joint  for $3, or a nickel bag (about 

four joints) for $10.”
“Dust heads,” as users are called, say tha t $3 for a  mar ijuan a cigaret laced with 

the hallucinogenic-like drug is a pretty cheap high. Especially cheap when com
pared with the skyrocketing cost of cocaine, mescaline and peyote (as much as $100 

, . a hit). Also, angel dust makes a  joint so potent t ha t two or th ree people can get h igh
on the same cigaret.

Kevin McEneaney, the community relations director for the Phoenix House drug 
rehabi litation  program, says that  the relatively low cost of the drug is one of th e 
reasons tha t teenagers are attracte d to angel dust.

But the fact th at teenagers use the stuff is only one reason that  local officials are  
alarmed. The greatest  danger of all, they say, is the chemical effect of the drug on 
the brain.

A study by The News and interviews with several angel dust users document the 
effects: paranoia, changes in body image (feelings, for example, tha t the limbs a re 
floating away), and violent acts  against other persons.

A man strangled a baby after smoking angel dust, another  bit off a woman’s 
breast, a 16-year old caused thousands of dolla rs worth of damage to his parents ’ 
home, and one kid thought he could fly and jumped off a building.
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Respiratory problems are often reported by users who overdose. Last year in 
Queens, one user passed out and drowned in a bathtu b after smoking angel dust.

An overdose is sometimes a wild and mentally debilitating experience. Emergency 
room personnel at Harlem Hospital, where as many as eight angel dust OD cases 
turned up over one three-day period, say that  victims who do not go into a coma are 
usually catatonic.

The Payne Whitney Clinic and Bellevue, Metropolitan and Kings County hospi
tals all repor t substantial increases in angel dust cases over the  p ast year. <

At Jama ica Hospital and other medical facilities in Queens, the number of angel 
dust admissions during the first six months of las t year was more tha n double the  
combined totals for all of 1974, 1975 a nd 1976.

A survey of area hospitals suggests tha t some personnel may still be wrongly 
diagnosing cases involving angel dust  poisoning. This despite a memo issued last 
Nov. 7 by City Health Commissioner Pascal Imperato alerting emergency rooms to 
the symptoms and proper tr eatment of angel dust overdoses.

Finding the drug is no trouble. It is everywhere.
“There’s a virtual  epidemic of th e stuf f in our high schools,” says District Attor

ney John  Santucci of Queens. “There are angel dust pushers in jus t about every 
Queens high school.”

With several illegal laboratories producing the drug. Queens even has a street in 
Bellerose tha t is known in the drug cultu re as “Dust S treet.”

“Tha t’s not its real name,” said Brian (a former user who once sold angel dust in 
his Westchester high school). “But when the sellers are out, they put up a sign tha t 
says, ‘Dust Stree t is open for business .’ ”

Drug workers say t hat  angel dust is so readily available tha t some grocery stores 
in Brooklyn sell it  along with candy and soft drinks.

In the Bronx, it is sold chiefly aroun d Westchester Square and at 169th St. and 
Webster Ave.

The main Manhattan sales areas include Times Square, the Trini ty Church area 
downtown, 14th St. and Third Ave., 112th St. and Fifth Ave., and the McGraw-Hill 
park on Sixth Ave. where publishing bigwigs hang out  on thei r lunch hour.

Bryant Park  is another outlet, bu t “sm art” buyers avoid it. They say tha t dealers 
there  sell fake joints, using talcum powder instead of angel dust or spraying a real 
joint with roach spray to make i t smell like angel dust when lighted.

Known by its chemical name, phencyclidine (PCP), angel dust is relatively easy to 
make, and requires little more tha n a knowledge of high school chemistry, a few 
readily available (and fairly inexpensive) chemicals, and a recipe.

That  is why there is so much of the stuff  around town.
Recipes are easily obtained. One of the more popular ones was printed in several 

underground publications. It calls for five chemicals, heat, and ethe r (used as a 
solvent).

Santucci, whose office closed five labs last December, warns that  production is 
dangerous. “Ether  is highly combustible,” he said, citing the case last August of a 
lab in the  basement of an Ozone P ark  building. The lab blew up, he said, and killed 
a dust maker.

Cyanide gas is another  danger. The chemical sodium cyanide is one element of 
angel dust, and if not handled properly it can kill anyone inhaling it. Santucci 
reported one cyanide gas death in Queens last year—at one of the dust labs.

There also are often impurities in homemade angel dust that  experts  warn can 
produce comas or cause brain damage if large enough doses are taken.

Despite all its danger, large-lot batches of angel dust are manufactured in the 
city. Officials say one reason is th e lure of big money. Santucci says t ha t $400 worth 
of chemicals can trans late into $50,000 worth of street sales. The labs closed in 
Queens last December, he said, were capable of producing $12 million worth of 
angel dust.

Who makes the stuff?
According to officials of the federal Drug Enforcement Administration manufac

ture rs come from all sections of society, from a Harvard Ph.D. who set up a lab in a 
Winnebago camper to students w ith no chemistry background at all.

[From the  Washington Post, Feb. 27, 1978]

Editorial—PCP: Infernal Angel Dust

Phencyclidine is a powerful synthe tic drug tha t is legally produced and highly 
valued for use as an animal tranqu ilizer. It was not intended for use by humans. 
Now, however, it is being i llegally manufac tured for human consumption and has
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rapidly become a new and dangerous addition to the drug culture. It goes by the 
name of PCP—or sometimes “angel dust .” But its effects on people a re anything but 
heavenly.

Part of the drug’s danger is its unpredictability. Taken in various amounts, it can 
be ei ther a depressant, a stimulan t or an hallucinogen; no one knows what amount 
of the drug will cause what state  of being. Nor do we know whether the drug has 
any lasting biological or psychological effects. What is known is th at  PCP is easy to 
produce, that  it is taken largely by adolescents and young adults, that  it can be 
combined with or “hidden” in alcohol or other drugs, and tha t it can cause tempo
rary  amnesia, hallucinations , acute paranoia , delusions of superhuman strength, 
extremely violent outbreaks and o ther  symptoms of schizophrenia.

Usuage of the drug has risen sharp ly in recent years, according to officials of the 
National  Insti tute for Drug Abuse, who freely acknowledge th at the ir statist ics on 
PCP-usage probably are very conservative. The Drug Enforcement Administ ration, 
responding to the increasing evidence of high drug usage and  abuse of PCP, is about 
to reclassify it as a significantly dangerous drug. Drug officials also say tha t the 
Washington area  is one of the centers  for the illegal manufacture and sale of PCP. 
Montgomery County prosecutors have said tha t PCP is “the drug of preference” for 
illegal d rug users there. And during the  last three  years over a thousand southeast  
Washington youths have been trea ted at  St. Elizabeths Hospital for schizophrenia 
after  using the drug. Dr. Paul V. Luisada, a hospital official who’s done research on 
the  effects of PCP, has said tha t PCP “is th e most dangerous drug the re is. . . . It’s 
in a  class by it self in its ability to cause people to become violent and dangerous and 
otherwise act in unpredictable ways.”

The growing litany of horror stories about PCP-usage argues persuasively for 
supporting  two bills now before the Maryland General  Assembly. Both the bill in 
the House of Delegates and a companion measure before th e Senate would increase 
the penalties for manufacture and distribu tion of PCP. The House measure would 
increase the maximum penalties from 5 years in prison and a $15,000 fine to 10 
years and a $20,000 fine; the Senate measure calls for a maximum sentence of 20 
years in jail and a $25,000 fine. We have no strong preference for one measure over 
another; the  get-tough stance regard ing PCP is the important thing. The laws in 
both the District  of Columbia and Virginia and in most States regarding the illegal 
manufacture and sale of PCP basically follow the Federal  statutes —relatively le
nient prison sentences and fines. But we suspect that  as the terrifying effects of 
PCP become bette r known, more States will want to consider the thinking  behind 
the Maryland proposals: That  is, tha t, given the ease with which PCP can be 
illegally produced and the profits that  can be realized from its sale, it’s important 
now to up the stakes for those who are  eith er now in or considering this illegal line 
of work.

[From Newsweek, Mar. 13, 1978]

The  Deadly Ange l Dust 

(By Matt Clark with Susan Agrest)
A 21-year-old Washington, D.C., man stepped out of his shower, climbed naked 

down the wall of his second-story apa rtm ent  and star ted runn ing to New Jersey. 
The police stopped him several blocks away.

A young California girl and her fiance decided to go for a swim. While he was 
changing, she went into the pool. When her fiance returned, he found her  lying 
dead a t the bottom.

A 17-year-old New Jersey boy and his girlfriend decided to rob a nearby  summer 
home at  the  seashore. Instead, the youth  chose to bludgeon to death  the elderly 
woman who lived in the cottage. He awoke the next morning  covered with blood 
and with no recollection of his brutal act.

These bizarre and t ragic events have a common thread: thre e people were high on 
the latest—and probably most dangerous—stree t drug to come along since heroin 

) and LSD. The drug is phencyclidine (PCP), but it is bett er known to its users by
such colorful names as “angel dust,” “super  weed,” “busy bee,” “mist ,” “goon,” 
“crystal,” “ hog,” “tic” and “tac.” So pervasive has its use become th at  the Nationa l 
Inst itute  on Drug Abuse and the Department of Health,  Education, and Welfare 
convened a priority  meeting of drug-abuse experts in Monterey, Calif., last week to 
exchange observations on PCP and decide how to cope with  it.

Federal officials estimate that  nearly 7 million people, most of them from 12 to 
25, have tried PCP. Last year alone, the  drug sent at least  4,000 of its users to
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hospital emergency rooms, took 100 lives and triggered an untold number  of 
strange, suicidal or homicidal acts. “It ’s the  most toxic of al l the substances. I’ve 
seen since I star ted working with street drugs in 1965,” says Dr. David Smith, 
founder of San Francisco’s Haight-Ashbury Free Medical Clinic. Adding to PCP’s 
special dangers is the  fact tha t the drug is easy to make and can cause severe 
reactions with a single dose.

PCP was developed by Parke, Davis & Co. as an anesthetic in 1956. It was 
effective enough, but it also produced postoperative  symptoms of agita tion, delirium, «
and disorienta tion and was thus unacceptable for use in humans. PCP is approved,
however, as a veterinary anesthetic. During  a “summer of love” concert in June 
1967, San Francisco’s flower children took up the  drug and Smith treated 30 cases of 
toxic reactions. The drug then fell out of use until  a sudden re-emergence in the 
mid-1970s. Aware of its  great popularity, the  Federal Drug Enforcement Adminis- 
tratio n last month classified PCP as a “schedule II” drug, putting it in the same 
legal category as barbiturates.

Wired: PCP can be synthesized by anyone with a modicum of laboratory skill 
from ingredients obtainable at any chemical-supply house. The major ill icit labs are 
centered in Washington, D.C., Detroit, Los Angeles, and Philadelphia. But labs have 
sprouted in basements  and garages all over the  United States. Last year, the  DEA 
put 42 such operations out of business.

Users rarely  inject liquid PCP. More likely, they spray the  liquid or sprinkle 
crystals of PCP on plants such as mari juana, tobacco, m int and parsley and smoke 
it. The drug can also be snorted, or pressed into tablets  or capsules for oral use.
Although it was originally used as a booster or additive to other street drugs, in 
recent months at least half of the users of PCP have been taking  the drug as their 
sole means of atta ining a high.

Reactions to PCP are totally unpredictables . According to San Francisco psycholo
gist Steven Lerner, most users report that  the ir first experience was a pleasant one.
“I feel wired,” “I feel powerful,” “I feel superior,” are typical testimonies. But there 
are  plenty of bad trips. Angel dust, says Dr. Beatrice Kresky of New York’s Jamaica 
Hospital, can make “Grimm’s fairy-tale characte rs come to life. Paren ts, nurses, and 
doctors appear  as monsters or witches, and police cars take on the form of dragons.”

Psychotic reactions to PCP mimic the symptoms of paranoid schizophrenia, with 
hallucina tory voices and combative or self-destructive impulses. The drug can also 
give users a distorted sense of their own bodies; people often feel their arms or legs 
are  growing or shriveling. Users may also suffer loss of bowel or bladder control, 
slurred speech, inability to walk, jerky eye movements and grimacing. Acute toxic 
reactions can last up to a week af ter a single dose, and the menta l effects can linger 
for more than a month, often recurring in sudden episodes while the patient is 
apparently recovering. Taken in larger doses, PCP can induce seizures, coma, and 
death.

The sudden emergence of PCP as a major drug has caught doctors without sure
fire methods of diagnosing and trea ting  its ill effects. The drug tends to lodge in fat 
and brain tissue, and some poison-control centers are using large doses of vitamin C 
to acidify the urine and hasten  its excretion from the body. Mental disturbances 
have been treated with tranquilizers such as Valium, but physicians can’t agree yet 
whether these drugs reduce the effects of PCP or may actually accentuate  them.

Until some of these questions have been answered, the experts at Monterey agree 
tha t the best course is to try to educate physicians on diagnosis and treatment. To 
reach consumers, NIDA is distributing a message about PCP to be aired by televi
sion stations  throughout the country lat er  this month. It is delivered by Robert 
Blake, s tar  of TV’s “Baret ta.” “Don’t go near it,” warns Blake. “It’s a  rattlesnake 
and it will kill you.”

(From New Times, Mar. 20, 1978)

Angel Death: Angel Dust, or PCP, is the Most Misunderstood Drug in 
America; Not Even its Users can Explain why They Take it 

(By Peter Koper1)
Charlie Innes, a Johns  Hopkins undergraduate, was cooperating nicely with the 

Baltimore cops who were searching his apa rtment until he suddenly remembered a 
little  aluminum film cannister that  he’d left on a table. In a desperate attem pt to 
destroy the evidence, Innes snatched the  cannister off the  table and swallowed its

'Peter Koper is a freelance writer who lives on a farm in Maryland. He teaches at the 
University of the  District of Columbia.



entir e contents. The police took Charlie to Union Memorial Hospital to have his 
stomach pumped. I t was a vain effort; whatever he swallowed was irretrievable, and 
he was released.

Five days later the police discovered Innes standing buck naked on a fire escape. 
He was taken  this time to Mercy Hospital, where doctors pronounced him “psycho
neurotic” and released him in police custody. The cops transported  Charlie to the 
Baltimore central lockup. The charge: disorderly conduct, a misdemeanor.

Late tha t night the turnkey  went to check on Innes, whom the police now 
considered a “flipped-out hippie .” He found Charlie stretching his arms through the 
bars of his cell. What remained of his eyeballs was dripping down his cheeks. Innes 
had plunged his fingers into his eyes and had succeeded in blinding himself for life.

“It ’s my drug of drugs,” says Allan C. “I t’s my favorite.” Mr. C. is 43 years old. He 
has seven children and three  grandchildren.  He was an advertising executive before 
he dropped out to explore his “higher  consciousness.” Six years ago he was turned 
on to the drug, and now he uses it on the average of once a week. “It gives me a 
clarity,” he says. “A sort of speed trip. I feel motivated, I feel self-confidence.”

Bear grew up in the Latin American community of Eas t Los Angeles. He’s 16, and 
he’s been using the drug for 2 years. Today Bear is stoned, and he reaches for 
words. “It ’s a beautiful high. You’ll be tripping out on a lot of dif ferent things * * * 
you know, you’ll be thinking of death,  not only once bu t many times * * * I would 
go out on the roof and think to myself, ‘jump off!’ I don’t know what held me from 
jumping, but when I came down I said, ‘That was the most stupidest thing I ever did 
in my life.’ ”

A few weeks ago, Ned T. York, a 37-year-old Hollywood actor who had been 
arrested in connection with the Hillside Strangle r case, was released in police 
custody. To reporters clamoring for a statement, York said: “I was smoking Angel 
Dust, and I’m not in control of my speech.”

The drug is 1- (1-phencyclohexyl) piperidine hydrochloride, or phencyclidine, or 
simply PCP; and it has slowly found a burgeoning market—in schools, homes and 
on streetcorner hang-outs in some 39 States—since it was first  used to get high back 
in 1967. Sketchy medical knowledge about PCP, not to mention its frequently 
bizarre effects, has helped perpetuate a variety  of myths: PCP causes users to kill 
and maim; it damages brain cells; it makes you commit suicide; it  enhances sex; it’s 
made with formaldehyde; it’s rocket fuel; it makes you get down on all fours and 
bark like a dog * * * or drool like an infant. Some of these myths are jus t that , 
while others  are close to fact.

PCP was first synthesized in the mid-fifties, and then was manufactured and 
tested on humans as a surgical anesthet ic under the Parke-Davis trade  name 
“Sernyl.” Although Sernyl was an effective anesthet ic, patie nts who used it experi
enced several disturbing side effects: severe problems with speech and vision; delir
ium; and agitation. Early in 1965, Parke-Davis took the drug off the market and 
suggested tha t its use on humans be discontinued. Two years late r Parke-Davis 
reintroduced the drug as Sernylan, billing it as an animal  anesthetic and tranqu iliz
er and cautioning t hat  it  was for “veterinary use only.”

At present, the only legal manufacturer of PCP is Bio-Ceutic Laboratories, but the 
use of Sernylan, even in veterinary medicine, is quite rare. “Your average run-of- 
the-mill vet wouldn’t recommend it,” says Dr. Harry Schultz, a Baltimore vet 
associated with the Carney Animal Hospital. “The drug is just too strong.”

“Sernylan is no longer widely used,” says Dr. Charles McPherson of the Animal 
Resources branch of th e National Institutes of Health  in Washington, D.C. “Keta
mine (a related drug) is used in surgery instead because it’s smoother. Sernylan is 
used as an agent in restr aining monkeys so they can be handled.” And do research 
monkeys trip  out on PCP? “It is not obvious that they are on any kind of t rip when 
they come out of the drug,” McPherson replies.

PCP first came to public attention in San Francisco in Jun e 1967, when about 
5,000 of what were referred to, in the vernacular of th at era, as “Peace Pills” were 
distributed at a rock concert in Haight-Ashbury. Dr. David Smith, a physician and 
toxicologist who founded and still runs the Haight Free Clinic, remembers that:  
“We had a whole bunch of freak-outs. Our clinic was filled with bad trips. We didn’t 
know what it was, or how to tre at it. We sent samples to a lab for analysis and 
found out it was PCP.”

After the freak-outs in the Haight, word went out among drug-wise hippies that  
“Peace Pills” were garbage; few people actively sought PCP as  thei r drug of choice, 
and its usage entered a dormant stage. But PCP was easy to manufacture and cheap 
to produce, so dollar-wise deale rs began selling it under  di fferent  names like “THC” 
or “cannabinol,” or in combination with mescaline, psilosybin or LSD, a deceptive 
practice which continues on the  st reet  today.
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“Sometimes I mix cannabinol with dust and then smoke it,” says Bear, explaining 
how he likes to get high. A drug counselor tells him tha t in doing so “you’ve got 
twice as much dust as when you sta rted ,” because the “cannabinol” is just a varia nt 
of the name dealers use for PCP; i t is, litera lly, more PCP.

THC (delta-9-tetrahydrocannabinol), the psychoactive ingredient in marijuan a, 
has never been available on the street because it is extremely expensive to make 
and must be kept refrigera ted to remain stable. This ersatz "THC” can easily be 
purchased on the streets of New York City at  $2.50 a tablet, although the PCP *
content is now so low one user says he has to take  five or six to get a “buzz.” In a 
similar scam, PCP in combination with LSD is sold as “mescaline”—despite th e fact 
tha t true hallucinogens are rarely  found on the  street anymore. Samples analyzed 
by the Street Drug Analysis Program in Los Angeles County show tha t 92 percent x-
of the drugs collected over the last 6 ye ars using names like THC and “cannabinol” 
have been PCP. Chances are, if t her e’s a new or unusual name for a drug on the 
street,  it probably contains PCP. And PCP is sold under any one of a laundry list of 
names: Angel Dust, Dust Joint, Hog, Crystal, KJ, Parsley, Flakes, Goon, Killer 
Weed, Rocket Fuel, Animal Tranquilizer, Super Weed, Peace Pill, ad nauseam.  By 
the same token, PCP is rarely—if ever—sprayed on ordinary grass, despite reports 
to the contrary in Time magazine and on CBS. According to Sally Montgomery, 
coordinator of the  L.A. Street Drug Analysis Program, “In all the years we have 
been analyzing drugs, we’ve only seen two cannabis samples t ha t contained traces of 
PCP.” And in the dealing world, using grass as a vehicle for PCP makes no 
economic sense: cheap Mexican grass at, say, $ 100 a pound, costs more tha n a pound 
of flakes.

The main reason for the confusion surrou nding PCP is tha t virtua lly no clinical 
research has been done with human users since Parke-Davis Co. pulled out of the 
picture in 1965. Subsequently, only a few gra nts  to study the growing problem have 
been handed out by the federal government. And the National Insti tute on Drug 
Abuse (the federal agency responsible for drug trea tme nt and research) has been 
asleep at the wheel. In a July 1977 inte rnal memo prompted by concern over “the 
increase in inquir ies” about Angel Dust, director of resource development Laurence 
T. Carroll grandly  listed ten research projects dealing with PCP. A close reading of 
the document, however, shows that  only two of the  projects had been funded, and 
tha t many of the  others were only marginally concerned wi th PCP. In the interven
ing months, NIDA has awakened to the problem and has start ed to educate the 
public and d rug abuse professionals to the dangers of PCP.

Why hasn’t NIDA known what’s been going on in the stree ts? Probably because 
its Drug Abuse Warning Network (DAWN)—charged with gathe ring emergency 
room, medical examiner and drug trea tment  data  from across the country—doesn’t 
work. In fact, DAWN is generally regarded as a joke among drug abuse workers.
“It’s a worthless report, as thick as a phone book, but it doesn’t tell you what’s 
happening,” says an East Coast drug  t rea tment  worker.

Displaying i ts profound lack of street smar ts, the DAWN report lists PCP in the 
hallucinogen category along with LSD, which is a bit like comparing Manischewitz 
with Chateau Margaux. To be more a ccurate , “PCP is in a brand new category, both 
pharmacologically and behaviorally,” says Steve Lerner, a drug researc her who 
works with Dr. S tanley Burns, a resident in neurology a t the  University of Califor
nia at Irvine. Burns, who first became interested in PCP when he saw people 
tripping out on it at  a concert at  the Oakland  Coliseum in 1974 notes that , “One can 
only speculate, at this point, but I thin k it is biochemical in nature . The drug 
probably affects, in some unique way, th e neurotra nsm itters—the chemical process
es th at allow impulses to travel from one nerve cell to another.”

Haight-Ashbury’s Dr. Smith agrees. “I don’t like to go beyond the evidence," he 
says, “but the proposed mechanism of the  drug’s action is the disruption of the v
proprioceptive, or sensory, impulses from the  body which then do not reach the 
brain.” The medical guess is tha t PCP acts on nerve cells, preventing stimuli  from 
different parts  of the body from being correctly processed by the brain.

It has been ascertained  tha t Angel Dust is rapidly taken from the blood and 
passed out of th e body in urine. But perha ps its most d isturbing property is t ha t it {
leaves minute traces in the fatty tissues of the body, including the brain. These
remnants become “active” over time periods of differing length, like some malevo
lent and unpredic table Contac capsule, enablin g PCP to have a prolonged effect, in 
a heavy “du ster.”

“Chronic users report tha t it takes as long as two and a half  years before they 
feel normal again ,” reports Steve Lerner. “During tha t period they have problems 
with memory, speech and concentration .”
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“We can definitely say th at  the effects among chronic users are prolonged,” Dr. 
Burns attests. “But if it is irreversible, then  it is much more serious than we have 
thought. I suspect the effects ar e reversible, bu t it ’s going to take some more studies 
to prove.”

If what goes on inside the body remains a mystery, objective symptoms and user 
behavior are readily discernible. Severity of symptoms—the difference between the 

& sought-after “floaty high” and a freak-out—vary in di rect relation ship to th e dosage.
But determining dosage is a major problem. Dust can be smoked, eaten, taken in 
table t form, injected into veins or muscles, or snorted, and the “duste r” rarely 
knows what or how much he’s using—quality  control is hardly  the underground  

chemist ’s strong point.
>  “One of the problems with dust on the stree ts is wha t’s pure and how much is

how much,” points out Stan Blair, a volunteer with the Do It Now Foundation, a 
drug counseling center  in Hollywood. “Analysis,” he says, “often shows t ha t one end 
of a bag is different from th e other end of a bag.”

Smoking is generally regarded  as the safest way to do PCP because t he user can 
best judge how high he is and if he wants more. Of course “pinrol l” joints cause 
another problem: they look like marijuana joints. And although they are usually 
smalle r and have a metallic or chemical taste,  many people have had the unpleas
ant experience of tak ing several puffs of what they mistook for gTass.

A manageable high is delivered by about thre e to eight milligrams of PCP—the 
average dosage of most st reet  prepara tions—and the  observable symptoms of such a 
low-level dose seem relatively  harmless. There is a general “spaciness”; sometimes 
there are mild problems with perception and coordination; numbness; increased 
blood pressure; bloodshot eyes; speech may become garrulous .

Sometimes the dosage is dangerously high. A “crystal” joint  analyzed in Los 
Angeles last year contained 161 mg. of PCP. In cases such as this, using phencycli
dine is tantamou nt to playing Russian roulette. Another  problem with PCP is that  
tolerance develops rapidly among steady users. “Within four to five days, people 
who a re using steadily have to increase thei r dosage to get the same effects, ’ says 
Lerner. “Some are smoking h alf  a gram without dying, so the re’s no question about 
toleranc e.”

A high-level dose (10- 20 mg.) produces some awesome side effects: indifference to 
pain; sweating and flushing; drooling; distorted vision; bulging eyeballs; and the 
beginnings of a muscle rig idity tha t users call “moon walk ing ’ or “zombie walking.” 
The user may sta rt speaking very slowly, just  grunt , or stop speaking altogether.  
Time and  place become hopelessly confused in the user’s mind as the normal mental 
processes tha t sort external  and intern al events are blocked. Thought flow occurs 
randomly, and the brain litera lly short circuits, producing a kind of epileptic attac k 
without  muscle seizure. There  can be intense fear and, notes Lerner, a stat e tha t 
closely resembles sensory deprivation.

With these dosages, th e “peak” usually lasts from about 45 minutes to two hours, 
and the effects begin to wear off in stages. Usually, in about 12 hours users begin to 
feel normal again, although some report feeling spaced as much as 48 hours later; 
and because information processing is disturbed by the drug, amnesia may result.

Dosages higher than  20 milligrams will produce seizures or a coma that  some
times lasts a week, and the catatonic posture (or muscular rigidity) can be acute. "I 
remember seeing a guy a t a rock concert being carr ied away by paramedics,” Le rner 
recalls. “This guy was so stiff he looked like he was being car ried on a stretch er, but 
he wasn’t.”

Despite the severity of the  objective symptoms, deaths from pharmacological 
overdose are rare; Ler ner has uncovered only nine in the  Bay ar ea since 1970. Most 
fatali ties involving PCP resu lt from its influence on the user, from what is called 

. behavioral toxicity.
Typically, police will pick up people who have freaked out on PCP and take them 

to a hospital emergency room. The Metropolitan Police delivered so many “schi
zophrenics” to St. Elizabeth’s Hospital in Washington, D.C., tha t one doctor became 
suspicious, investigated the  situation, and found out they had been using dust. Dr. 

f Paul Luisada, director of the  Area D Community Mental Health  Center, which
> treats  patients  from the largely black area of Anacostia, says tha t during a recent

“schizophrenic epidemic,” “it was our leading reason for admission”; the hospital 
was taking  in five severe cases a week from an area  with a population of 48,000.

“PCP mimics schizophrenic psychosis perfectly,” says Luisada. “People are very 
paranoid, very violent, extremely assaultive. They thin k they ’re the devil, they hear 
voices, they think God is talki ng to them .” Luisada has had to keep patients 
hospitalized for as long as a month; he has also noticed th at  some patients come 
back as bone fide psychotics even though they ’ve been off the drug—which leads
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him to believe that  PCP may trigger menta l disorders in “pre-psychotic” users.
“There’s no way of telling how the drug is going to act,” Luisada says. “I t’s a very 
individual reac tion.”

Dr. Luisada’s treatm ent  of what he’s beginning to  call “phencyclidine psychosis” 
consists of placing the patien t under observation in a  “quiet room” with a  minimum 
of stimuli, then sedating them. Dr. Gerald Crary, who runs the emergency room of 
the L.A. County Hospital, says the ideal treatm ent  for freak-outs is talking them *
down; but in a busy hospital emergency room the re’s too little time, and the usual 
trea tment is an injection of tranquilizer or, in exceptionally bad cases, the use of 
five-point restraints .

“The body is that of  a slender, well-developed, adu lt white female, appearing the 
stated age of 21 years, weighing 93 pounds, an d measuring 61 inches * * *” This is a 
coroner’s report, the details of a life reduced to property inventories and funeral  
parlor body receipts; it is not pleasant reading, but it is the last chapter in some 
PCP users’ lives. Victims such as these become so disoriented on dust tha t they 
forget where they are and step off roofs; or go swimming and breath water. More 
commonly, they are involved in automobile accidents; or inadvertently step in front 
of cars; or are shot or  knifed or beaten to death.

Roland W. Prahl, chief deputy coroner for Alameda County (California), has seen 
36 deaths connected with PCP since 1970. He says that  his office does not look for 
PCP in every case because it is an expensive procedure. In suspicious “trau ma” 
deaths, blood and urine are analyzed, but, he adds, “there are definitely cases tha t 
slip through  our hands.” In Los Angeles, Dr. George Nakam ura says, the medical 
examiner’s office found 41 “definite” PCP deaths in 1977 and “we suspect more.” In 
Baltimore, 23 cases have been found since pathologists first began checking two 
years ago. In many other  cities, however, no such PCP checks are being run on 
“unusual” deaths.

In the early 1970’s, Hayward, California, became known in drug circles as the 
“PCP Capital of America.” The nickname, like most, fits the myth more snugly 
than  the reality. The -3 was a Hell’s Angels chapter  across the bay from Hayward in 
Oakland, but Dennis Downum of the nearby Oakland  P.D. narcotics division main
tains tha t it’s as hard to link the Angels directly to dust as it is to ascertain  how 
many can dance on the  head of a pin. “I’ve never traced a righteous Angel to a PCP 
deal,” Downum says. “They have a franchise on amphetamine, but it’s ha rd to get 
them on PCP.”

Although “friends” of the Angels’ Oakland chap ter were busted last year for 
selling a pound of  crys tal, the Angels themselves have lowered the ir profile. They 
rarely wear thei r colors anymore and have gone in for quieter, more subtle criminal 
activity by buying out a number of Oakland catering firms as fronts for the ir 
business. From time to time, other biker gangs around the country have been 
identified as dust pushers. Sources indicate that  people on the periphery  of the 
Pagans Motorcycle Club in Maryland are involved in PCP “cooking.” But the 
stereotyping of PCP as a “biker drug” is a fairly gross exaggeration.

Angels or not, Hayward was pretty  gross for a while; dust became so popular that  
some local grocery stores stopped selling large quan tities  of parsley for fear that  it 
would be used in crystal (PCP) joints. From as far away as Oregon and Nevada, 
people came to Hayward’s bucolic Weekes Park to join the milling crowds of kids 
who gathered there in the evenings. Joints  were smoked openly; gram bags sold for 
$20.

What was it about Hayward tha t made dust so attract ive? In a word: nothing.
Hayward’s stree ts splay through the usual fast food joints, used-car lots, shopping 
centers and one-story single-family houses that insu lt t he eye in thousands of towns 
across the country. Kids with no jobs and few skills hang out and get bored; the ir 
parents  don’t do much better. “The common thre ad of this drug is a bad family 
situation,” says Chico Marcus of Project Eden, a drug counseling center which has 
handled some 2,000 PCP freak-outs in Hayward since the drug first appeared there.
“The paren ts are alcoholics, or divorced, or fighting  all the time,” he says. “So the
kids want to g e t------- out of the house, and they use the drug to do that . It crosses
cultura l lines, racial lines, economic lines.” .

“It ’s the same kids that  in my generation went out and got drunk  on beer and *.
were rais ing hell,” offers Roger Power, a detective with the Hayward P.D. narcotics 
division.

After four murders in Weekes Park and a series of drownings at nearby Lake 
Chabot were linked to dust, the cops broke up the  scene. Today you can score 
crystal from kids hanging out at the Tennyson Shopping Center parking lot, or  from 
dealers on Tyrre ll Avenue * * * but things are n’t like they used to be in Hayward.
“There’s still a lot of it  [dust],” says Detective Power, “but it’s not quite as bad as



the past. The price shot up, and a lot of kids can’t afford it. It ’s gone from twenty  
dollars a bag to twenty, twenty-five a joint.”

If PCP has outpriced its marke t in Hayward, it has just  begun to burn a hole in 
other  pockets across the  country.

In South Baltimore, th e use of “parsley”—sold in film cann isters at  $25 a throw— 
is rampant. “They turn down pot to take flakes,” says Tim Schlauch, a street 
worker with the Carruthers Mental Health  Center. “You ca n’t go out with a chick 
down here without a  can of flakes.”

“There’s no question it ’s picking up,” says Roy Tansill, a drug counselor in the 
quiet, tree-lined suburb of Catonsville, Maryland. “Fifteen percent of our c lients are 
now heavy users; we only had about 5 percent in 1975.”

The Phoenix, Arizona, branch of the Do It Now Foundation  reports a rise of PCP 
use among middle-class white  kids, down to the  junior high level.

Hershel Garden, a program analyst with the Wayne County Department of Sub
stance Abuse in Detroit, attribute s more than  20 percent of the ir drug crisis center 
business to PCP abuse, with 58 cases recorded last March alone—the high mark  for 
1977.

In Macomb County, a blue-collar, middle-class area on the  outskirts  of Detroit, the  
Substance Abuse Information Center reports tha t PCP is the drug of choice there, 
although experimental ra the r than chronic use is the patte rn.

In Chicago (where it’s called “tic” by whites  and “tac” by blacks, both shorthand 
for dust’s deceptive THC moniker), PCP is “the easiest drug to get on the stree ts 
aside from marijuana and alcohol,” according to Randy Weber of Alterna tives Inc., 
a drug counseling and information center. He added that  a  high proportion of drug- 
induced psychoses reported  by psychiatrists in Chicago-area hospitals is caused by 
PCP use.

Kim Cutler of Evolution, a community group in the  racially and economically 
mixed nor theast Baltimore area, points out that  PCP use was once confined to poor 
white youth, but now has started making inroads in the  black communities of the
inner city. “There are a lot of people out there runn ing around as goofy a s -------
rats ,” says Bill Thomas of the Maryland Department of Health and Mental Hy
giene. “This is the most dangerous drug on the street, and it’s reaching epidemic 
proportions.”

Los Angeles has seen Angel Dust use for quite some time, but in the past thre e 
years seizures have jumped some 2,000 percent to 5.1 million dosage units, according 
to Mike Guy, a member of the L.A.P.D. narcotics division, and in the first two 
months of this year 3.8 million units have already  been confiscated. “It has become 
the drug of preference in some high schools, particularly in the black and Chicano 
communities,” says Leslie Bragg, director of Do It Now in Hollywood. “It ’s taking 
the place of barbitura tes because it ’s easily ob tainable.”

In the largely white communities of the San Fernando Valley, reports show th at  
10 percent of the kids surveyed call it the ir preferred drug; another 40-50 percent 
say they’ve used it.

Even with the addition of older users to the roster  of people who “want to get
----- on PCP,” the majority of users remain out-of-work, mostly male, high school
kids. On the other  hand, everybody—from former heroin dealers to well-heeled 
college grads—has been making it.

“If you’ve got two years of college chemistry and can follow directions, you can 
make it,” says Dr. Smith. The necessary lab equipment is minimal, and recipes for 
PCP abound in such books as The Whole Drug Manufacturers Catalog.

Moreover, PCP has one of the highest profit margins  of any drug. The basic 
chemicals needed for “cooking” a pound run to about $150; it then wholesales for 
about $16,000. A gram of pure PCP wholesales for about $130. Buffed, or cut, tha t 
one pure gram will yield $400 on the street; and with 28 grams in an  ounce, and 16 
ounces in a pound, a heavily cut pound of PCP now represents $58,000.

The weirdest things about PCP remain beyond the ken of government  agencies, 
psychiatrists, street workers. One must turn to the users themselves.

Herman, a 42-year-old who hangs out in L.A. and collects welfare checks, says, “I 
know my memory is shot, and I know it ’s from Angel Dust. Every time I smoke I’m 
very paranoid—I want to say that. Pleasure-wise, though, I have, hey, I ’ve enjoyed 
it. But still I say it’s not for people. Animals, fine. But anybody who manufactures  
this stuff should be behind bars for life.”

Will Herman smoke it again? “Sure,” he says, “if someone offers it to me.”
Jim, a 29-year-old New Yorker who has moved to San Francisco, used PCP on an 

occasional basis. “I was suffering from a complete loss of identity,” Jim says about 
his PCP trips. “I had no idea what I was doing. Physically, I was separated from my 
body. Everything was on a flat surface, like cardboard cut-outs. I was on a  roof once,
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and  I felt  I could step off the  roof wi th my foot and  touc h the  ground. I couldn ’t 
talk; I saw people on the  floor like the y were dead, bu t I crea ted  thi s ba rrier,  so it 
was like wat ching everything and  not bein g in it. ”

The Angel Dust  depression, widely reporte d even among ligh t users , is now 
suspected of leadi ng to psychological dependence. “What  the y say is th at  ‘I can’t 
stop,’ and  apparen tly  they  have a pr ett y heavy  depe ndence,” says Leslie Bragg. “As 
in all dru g abuse , the psychological effects, the  und erly ing cause of a person s drug 
use, is rea lly  w hat  keeps him str ung ou t and  using .” Sc

“I don’t know,” says Steve Ler ner . “This  dru g is so weird. This is the  firs t time  
I’ve seen people tak e a drug, tel l me wh at a horrible  expe rience it is, and  the n go 
rig ht back t o it. I just don’t know why. Nobody does.”

One mig ht also ask: Why did Will iam S. sexu ally att ack his daug hter?  Why did 
Jam es M. han g himself in jai l? How did Pa tric ia J. drown in a show er? Why did (*
Ricky C., a good swimm er, sink  like a stone when he jumped  into a pool?

Even more  baffling are  the  mu rde rs th at  have  been perpetr ate d by people under 
the  influence of PCP, mur ders  th at  hav e provoked dis turbin g issues in the  cour t
room. Cha rles Pete rs, a chronic PCP  user,  barge d into  a str an ge r’s house and 
stabbed her 22-month-old child to dea th, the n stabb ed th e woman (who subse quent ly 
lost her seven-month-old fetus).  Pe ter s the n took off his clothe s and  wandered 
around the  neighborhood covered with blood, shout ing, “Halle luja h, I’m Jesu s!” Dr.
Smith, who testif ied for th e defense , says th at  “the y wa nt to cha rge  firs t degree 
mur der,  which  requires prem edi tation, malic e aforeth ought, and  the  abi lity  to judg e 
rig ht from wrong—which these people don’t have .” The ju ry  voted him guilty  of 
second degree murd er. Ano ther  case involved Bar ry Brae seke  and  David Barke r.
The two teen age rs, in an off-the-wall  schem e to in he rit  some money, killed Brae- 
seke’s parents  and  grandf athe r. Psychologist Ler ner , who testif ied for the  defense in 
th at  case, blam es “hypersug gest ibili ty, which is seen in man y chro nic users. De
fenses you would normally have, where you would ma tur ely  del iberate  the  possible 
consequ ences of an action, are  all  thr ow n out the  window.” The ju ry  found the  pair  
guilt y of f irs t degree  murd er.

The PCP story is a lab yri nth ian  one; mur der , dea th and  may hem  play only a 
smal l par t, and  the re are  thousa nds  upon thou sands of PCP use rs who don’t go 
bers erk on th e stuff. According to Art Stickgold , cha irm an of the  board of d irecto rs 
of th e Do I t Now Foundation , “It  seem s clear to me from the  num ber  of labs the y’re 
closing down th at  the re are , I don ’t know, maybe 300,0 00 user s in th e L.A. and San 
Francisco a reas. Maybe more. And th ey ’re not al l h aving bad trips .”

Stickgold has  a point. The hosp ital s, morgues, shr ink s, cops and  dru g counselors  
see only th e tip  of the  iceberg—the casualt ies. The vas t maj ority of “du ste rs” are  
“m ain tai nin g”—smoking rec rea tio nal ly and  in small doses to get  the  high they  
want . And, th er e will be more of the m,  no doubt. Thro wing  an 18-year-old smal l
time  dea ler  who uses the  drug him self into jai l on a firs t offense is not the  way to 
deal with  the  PCP problem. Educa tion —factual , calm, and to-th e-point—is wh at’s 
needed rig ht now, especially  for pa re nts and  judges whose pani c is th e most immed i
ate—and dangero us—reaction.

In th e absence of a spi ritu al cente r in America, dru gs have  become a rite of 
passag e for the  cou ntry’s youth. Some drop by the  wayside; some make it throu gh.
The ques tion,  then, is not wh at dru g it is, bu t why so m any  of u s wa nt to get fucked 
up.

As for PCP: A society g ets the  dru g it deserves .

Precursors , Analogs an d the Law

PCP has  sever al unu sual charact eri stics which dist ingu ish it from oth er illicit  
drugs: the  ease with which it can be synthesized; the  ava ilab ility  of precursors 
(chem icals  from which anoth er sub sta nce  is formed ) needed  to mak e it; an d the  fact 
th at  there may be as man y as 36 ana logs (drugs in th e same fami ly) th at  seem to 
produce  th e sam e psychoac tive effects. All of which add  to the  au ra  of chaos and 
mys tery  s urroun din g Angel Dust  a nd  ma ke law enforce men t efforts difficult .

PCP’s two basic precu rsors  ar e pip erid ine  and cyclohexanone, both  of which are  
widely used in ind ust ry and can be rea dily  purchase d from chem ical supply houses.
If one were  to requ est the  chem icals  in combination it mig ht raise  eyebrows, so they /
are often  purchas ed sep arat ely , sometim es in Canada or Europe. Sources indicate 
th at  the  Drug  Enfor ceme nt Ad min istr atio n is keeping tra ck  of sales  of both, piper- 
dine in part icul ar; so fa r ne ith er has  b een proscr ibed by law.

Some chem ical supply  houses ins ist on identification or ver ifica tion  of t he buy er’s 
background, bu t untr aceable pip erid ine  or cyclohexanone is not ter rib ly har d to 
acquire. Some of the  stuf f comes from warehouses where drums ar e reported acci
den tall y “dam age d”; or from forged bills of lading; or the  chem icals  simply get
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“lost” in the big indust rial plants  where they are normally used. If a criminal 
chemist wants to cut down on his overhead, he can sometimes buy a five-gallon 
drum of piperidine for $425 over-the-counter a t one of these warehouses. Some PCP 
“cooks” are nervous enough to spend up to $1,000 for a kilogram bottle of untracea- 
ble piperidine, enough to make roughly 60,000 doses of PCP withh a strength of 10 
milligrams each. Multiply that  by, say, a bargain price of five dollars a hit, and you 
can see why some chemists would rather be self-employed tha n work nine-to-five for 
Dow Chemical.

“We would like to see the precursors made illegal,” says Bob Nickoloff, DEA 
acting special agent in charge of the San Francisco district. “It would knock out the 
marginal operators and opportunists,” says “Ted,” a DEA agent working in the 
field. “Yeah,” adds “Ted’s4 partn er, “Joe. “Then they would just sta rt making the 
precursors, and the field would be left to th e professionals.”

A California law th at ’s been in effect since Jan uary 1977 makes it illegal to 
possess the two precursors with inten t to manufacture  PCP, bu t finding a lab with 
both precursors and some PCP present—or proving intent—is not easy. Dennis 
Downum of the  Oakland P.D. tells a story about the lab he tried  to bust in Oakland 
last fall: A group of people were arrested with 11 ounces of PCP crystal, but 
“couldn’t be charged for manufacture because one of the  precursors was missing.”

Analogs of PCP are an alphabet soup of psychoactive drugs: TCP, PCE, PHP and 
ketamine, to name only a few. Some are known to have the same psychological 
effects as what is called Angel Dust, but, again, it is unknown how many of the 
estimated 36 analogs can produce a high in human users. And of all the possible 
analogs, only TCP has been placed on the DEA’s Controlled Substance Schedule, 
where it is listed as having no medical use and a high potentia l for abuse. After it 
was first discovered and identified in San Francisco in 1972, stree t use of TCP 
reputedly  more powerful tha n PCP—began to spread; it was made illegal in July

Another  analog was spotted in the Los Angeles area  in 1969 and is referred  to as 
the  N-ethyl analog, or PCE. PCE was sold on the street,  and apparently it has the 
same disassociative effects as PCP. If animal studies are anything to go by, it  is also 
more powerful than  PCP. At the time of this writing, PCE is perfectly legal.

A cousin of PCP is ketamine, currently being used in many hospitals as an 
operative anesthetic  of short duration. Ketamine has also found its way into illicit 
use, chiefly among members of th e medical profession and in elite drug circles in 
the Hollywood Hills. According to Con Dougherty, DEA public information officer in 
Washington, there  a re no crim inal sanctions against its use, possession or manufac
ture other  than those which the Food and Drug Administration  has on its books.

The more sophisticated “cooks” who a re making drugs illegally are well aware of 
the situation with PCP, its analogs and the statu tes that  are being enforced. They 
follow technical lite ratu re and changes in the drug laws with  the scrupulousness of 
Talmudic scholars. “They have been in the drug business all the ir lives,” says Tom 
Ferris,  a member of the L.A.P.D. narcotics squad who’s been chasing them for years. 
“If the y’re not making PCP,” Ferris adds, “they’ll do something else.”

Alex Shulgin a chemist who’s been studying psychoactive drugs for a long time, 
also notes tha t the cooks have “an unending line of experimental subjects who, 
knowingly or unknowingly, can be called on to determine the properties of an 
unknown drug.”—P.K.

[From the Juvenile Jus tice  Digest, May 26, 1978]

PCP Use Skyrocketing as Drug Attracts More and More Youths; PCP Poses
Threat To Police Faced With Subduing User With Super-Human Strength

IN L.A COUNTY, AVERAGE AGE OF FIRST-TIME USER HAS DROPPED FROM 19 TO 14.5 YEARS

“Experts tell us tha t PCP, or  ‘Angel Dust’, is not an upper, nor is it a downer. It 
is more like an inside-outer. It produces for all  practical purposes a void," declared 
Los Angeles County Sheriff Peter  J. Pitchess in an attempt  to describe the effects of 
Phencyclidine, an animal tranquilizer rapidly increasing in popularity among young 
drug abusers.

Continuing with his description of the drug’s effects, Pitchess said recently a 
young, five-foot, nine-inch, 160-pound man walked through the  pla te glass window of 
a store in south Los Angeles.

“Responding deputies attempted to take  the  man into custody, they could not,” 
Pitchess said. “A total of eight deputies were punched, bitten and kicked in the 
attempt in which stand ard police restra ining holds and equipment  were useless.

33-300 0 -  78 - 2 5
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Only the combined weight of six deputie s lying pro str ate  on top of the  man ren
dered him helpless. It was d ete rmined he was und er the  influence of  PCP.”

Unusual case? Unfortu nately , no. In fact, sim ilar events are occurring  almost  
daily  around  the  country  and  most law enfo rcem ent agencies are simply  not pre
pared to deal with the  problem.

According to Pitchess , “Never  has the  law enforce men t officer faced a more 
serious th re at  to his personal safety . A physical enc oun ter with  a suspect under the 
influence of PCP is as potent ially dangerous as conf ront ing an arm ed suspect. The 
main  difference is th at  the  officer, by way of good tra in ing and  experience will 
know w hat moves to make w ith an  armed suspect.

“Inappr opria te handling of PCP users , however, can  res ult  in dea th, inju ry and, 
all too often,  lawsu its aris ing  out of alleged excessive force used in overcoming the  
suspect under  the  influence  of PCP.”

While the general  press, pol iticians and  much of th e public express out rage at  the  
need for six deput ies to s ubdue a suspe ct, many police departm ent s are finding t ha t 
PCP-related injuries to officers are stretc hin g thei r th in blue line  to the  limit. One 
Los Angele s are a police departm ent , in just 3 months,  had a total of 12 officers 
tak en off duty to rec upe rate  from brok en ribs, jaws , finge rs and  concussions re
ceived while  a ttemp ting to app reh end  PCP suspects.

USERS START YOUNG

Sh er iff s Dep artm ent Sgt. Bob Hussey, told Juv enile  Jus tice Digest  in an in ter 
view th at  PCP is being sold in Los Angele s schools by stud ents. “Three  years ago 
the  average age of the  first -time PCP  user was 19,” Hussey told JJD . “Today the  
average  age for the first- time user has dropped to 14.5 years .”

Hussey said the  usual beg inn er’s dose of PCP is 3 to  5 m illigrams . It takes 3 to 5 
minutes for the  drug  to begin tak ing  effect. Typically , the  user  feels a prel iminary  
“ru sh,” followed with in 15 to 30 mi nutes  by a high th at  rem ains for 4 to 6 hours. 
The body retur ns  to “no rmal” within 24 to 48 hours. (Medical sources argue whe th
er  th e bra in ever  ac tually re turns to normal  aft er  PCP use.)

Hussey, a member of the  depa rtm en t’s narcotics  bureau, conducts  seminars on 
PCP effects in are a schools. “We have  made some progress with  the kids,” he said. 
“Many, we feel, are  beginning to rea lize  tha t PCP is deadly. This  is  t ru e not only for 
the  effect it has on the  user bu t also for the  th re at  the  PCP use r poses for those 
around  him .”

Hussey said the  average PCP use r is in hi s/he r mid-20s. “Users begin early and 
develop a psychological dependency on the  drug. Their  bodies also develop a tole r
ance. Experienced users  often mu st tak e up to 100 mil ligrams to achieve the  same 
high they  sta rte d out with.”

LOSS OF PAIN

Juv enile  Jus tice Digest was told PCP users are actually  tak ing  an  anestheti c, 
which for all prac tical  purposes, tot all y elim ina tes  the body’s abi lity  to feel pain.

Sh eri ff s Depar tme nt officers have  been  ale rted to the following cha ract eris tics  of 
the  PCP phenomenon:

PCP produces violent behavior, mem ory loss, persona lity  changes, severe depres
sion, and  su icida l and homicidal tendencies.

Researchers  and users agre e th at  PCP produces more violent behavio r tha n any 
other illegal substance.

Officers freq uently encoun ter PCP users  in zombie-like stat es,  yet  when they 
att em pt to tak e action find them selv es faced with hyper-violence and supe r
strength.

Regardless of w heth er it is the us er ’s firs t experience with  PCP or his 400th, the 
drug is to tal ly unpredictable.

Users freq uen tly feel they are  God or stro nge r than  God. Apparent ly because of 
high body tem peratu re,  users sometim es disrobe completely  and often  seek water (a 
fountai n or pool).

PCP unquest ionably heightens  th e body’s normal pain threshold  and  rend ers 
usua l police restr ain ts useless.

MULTI-MILLION DOLLAR RACKET

Hussey told JJD t ha t a pound of PCP crystal s se lls for between $4,500 and $12,000 
in the  Los Angeles area . He said th at  in 1975 th e departm ent closed three PCP labs. 
Since th at  yea r the  departm ent  has  closed 80 labs and in Ja nu ary of 1978 alone, 
closed 18 labs. In December, the  biggest lab ever  discovered was closed with  over 
$300 m illion in PCP c rystals on the  premises.
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“Experience has shown us tha t most PCP labs are located in densely populated 
areas ,” Pitchess said. “They are usually poorly equipped, disorganized and operated 
by a ramshackle collection of people ranging from graduate  chemists to high school 
studen ts * * * some with no more expertise than  what they can muster  from a 
collection of crinkled instruction notes.”

THE FIFTH HORSEMAN

Pitchess speaks of a  “mental death” for PCP users. “* * * We went through it 
during the LSD craze. It took tens of thousands of destroyed minds before we acted 
in earnest. There is a difference, however, since PCP is the most dangerous and 
destructive substance ever to surface in the illicit market . Law enforcement, health 
officials, and drug treatment people agree at least on that point.”

Measuring the exten t of the PCP problem in Los Angeles County alone, Pitchess 
said phencyclidine accounts for 35 percent of all illicit narcotics analyses at the 
sheriffs depar tment  criminalistics lab. “And considering th e fact t ha t the drug had 
its origins on the west coast, the rest of the Nation can well expect they will soon 
reap a similar harvest. Law enforcement agencies will find themselves facing what 
one investigator has called The Fifth Horseman of the Apacalypse.

Anyone discovering a clandestine  PCP lab should be aware tha t extreme caution 
must be taken at all times to prevent a lethal accident. Ideally, a trained chemist 
should be on hand when efforts begin to dismant le the drug factory. The following 
rules apply:

Make sure  the lab is well ventilated by opening all available doors and windows.
Do not turn  on lights a t t he location until it is well ventilated.
Never smoke while a t or  near a PCP lab.
Never allow hydrochloric acid and cyanide (used in making PCP) to become 

mixed. The fumes from such a mixture will quickly kill anyone in the immediate 
area.

Do not remove any f lasks from ice baths.
Do not use flashbulbs for picture taking until  the lab is completely ventilated . 

WIDE RANGING EFFORT NEEDED

“The public must be made aware of the PCP threat  in no uncertain terms,” 
Pitchess declared. Advising police and juvenile justice officials and adminis trators,  
Pitchess added tha t heal th experts and drug program people “could do much to 
assist * * * in your efforts.

“We must work with the media, with schools and with civic and social groups to 
quickly educate as many people as possible to the  bizzare and violent episodes one 
can expect from use of the drug. No holds should be barred in getting this message 
across.”

Editor’s Note:—For more information, contact Sheriff  P eter  J. Pitchess, County 
of Los Angeles, Hall of Justice, Los Angeles, Cal., 90012 Tel: 213-974-4101.

[From the  Washington Post. Apr. 4, 1978]

PCP Penalties Are Increased by Maryland Legislature 

(By Felicity Barringer)
Annapolis—The Maryland legislature, reacting to statewide concern over teen

agers’ increasing abuse of th e synthetic drug PCP, enacted legislation yesterday to
. double the maximum prison term for those convicted of its sale or manufacture.

PCP is beginning to rival marihuana as the drug of choice of teen-agers in both 
Montgomery and Prince George’s counties, officials claim, and it is reportedly being 
produced in large quant ities in clandestine chemical labs throughout the Washing
ton area.

“Right now this is one of the most serious drugs in the  state  of Maryland,” 
) Timothy E. Clarke, a deputy state’s attorney from Montgomery County, testified

before the legislature  recently. “Kids seem to think it’s the thing to take this drug 
* * * and the effects can be 4 to 8 hours of extensive motor and physical damage to
the body.”

The bill, passed by the Senate yesterday afte r clearing the House earlier this 
session, is expected to be signed by Acting Gov. Blair Lee III. I t would make anyone 
who is convicted of making or distribut ing PCP subject to a maximum prison term 
of 10 years and raise the maximum fine from $15,000 to $20,000.
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One of the reasons for the increase in the  drug’s use in the community is the ease 
with which it can be manufactured, according to Richard L. Hamilton, director of 
Maryland’s drug abuse administration.

All tha t is needed, according to Hamilton, are  ordinary chemicals “you can pick 
up at  any drug supply house.” He said they can easily be mixed to produce PCP, the 
popular abbreviation for the drug phencyclidine, “in your kitchen.”

Another reason for its popularity is tha t it comes in a variety of forms, according 
to researchers who have studied the drug and its abusers.

“Angel dust,” as it is sometimes called by its users, can be snorted like cocaine or 
dissolved in a liquid and sprayed on marijua na which in turn is smoked, researchers 
say. In fact, according to the National Ins titu te on Drug Abuse, PCP can be mixed 
with v irtually  any thing  and consumed.

More commonly, the drug is sprayed on a  dried herb such as parsley, rolled into 
cigarettes on cigarette paper, and then  smoked. Used this way, it can produce 
disorientation, fearful and restless states, or mild euphoria, according to a study 
shown to legislators by Deputy State ’s Atto rney Clarke.

The drug’s adverse effects when taken  in othe r ways, such as by snorting through 
the nose or orally, range from brief spells of amnesia and possible seizures to 
prolonged amnesia, vomiting, repeated seizures, and even comatose states, according 
to Clarke’s evidence.

“The whole problem with PCP is tha t the re’s so little  actual ly known about it,” 
said Del. American Joe Miedusiewski, who has sponsored another bill tha t would 
change the classification of PCP from “Schedule Three’—the category under which 
a drug tha t may be prescribed by a physician, such as an amphetamine or barbi tu
rate—to the more restrictive category of “Schedule Two.”

“Schedule Two” drugs are defined as having “a high potential for abuse, no 
accepted medical use in the United States, and a lack of accepted safety for use 
under medical supervision.” Forty-three othe r drugs are included in this category.

“The effects are  bizarre,” said Grenville B. Whitman, the former head of a 
Baltimore city drug abuse clinic, “Man Alive.” Whitman said he did not believe tha t 
the drug has been shown to be addictive, although “it always has been considered a 
drug to avoid. There are no benign effects associated with i t.”

Miedusiewski’s bill to change the classification of PCP was scheduled to come up 
for a vote late last night.

Notwiths tanding the drug’s effects, prosecutors  have testified tha t it has become a 
quick money-maker for those who go into the manufacturing  business. “Anyone 
with a high school chemistry course behind them can make it,” Deputy State’s 
Attorney Clarke said at the hearing. “It takes  six hours to turn $125 worth of 
noncontraband drugs into $37,000 worth of cont raband  drugs,” he said.

The Federal Drug Enforcement Adminis tration said last year tha t PCP, which is 
legally manufactured as an animal tranquilizer, has replaced LSD, the hallucigenon 
of the 1960s and early  1970s, as the most commonly sought synthetic drug.

[From The Plain Tr uth , April 1978]

Angel  Dust: Another Bad Trip  

(By D. Paul Graunke)
A boy in Detroit, Michigan, is picked up by police, screaming tha t one of the 

policemen has turned into a giant bat. A man in Washington, D.C., is ar rested while 
singing naked in a supermarket. A San Francisco Bay Area man kills his mother, 
father and grandfather.

The common denominator in these bizarre behaviors is tha t each person was 
under the influence of angel dust or PCP—the latest  fad drug to capture  the fancy 
and consciousness of young people. Called by various names on the street—hog, 
superweed, lovely, goon, and superkools—the  technical name for angel dust is 
phencyclidine hydrochloride. (PCP for shor t.) I t was first  developed as a  t ranquil izer 
in the 1950s, but the drug was abandoned because it led to unpredictable and 
violent side effects. During the youth revolution of the ’60s it made a brief  appear
ance on the drug scene. It is believed to have first been used for fun and freaking 
out at the 1967 Monterey Pop Festival. But its undesirable side effects were too 
frightening: it quickly faded from popular use within a year.

MORE PREVALENT THAN POT

About th ree years ago it started to make a comeback, leading to a gradual  rise in 
the number of PCP-induced “bad trip s” trea ted in emergency wards of hospitals. By
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the beginning of 1977 its use was widespread enough to consti tute a major drug 
problem. During J anu ary  and February  of th at year, an average of 80 PCP-related 
emergencies were reported each month in Los Angeles County. That  compares with 
51 monthly in 1976 and 10 a month in 1975. In New York City, reported incidents of 
emergency treatm ent for PCP usage rose from 13 percent of all drug emergencies in 
1973 to 32 in July-August of 1975, and to nearly  43 percent in the last three  months 
of 1976. Simila r sharp r ises in its use were soon being reported elsewhere.

Today, drug officials say that  PCP is becoming in white neighborhoods what 
heroin has been in the black ghettos. “It’s clearly the drug of choice among white 
suburban teenagers,” says Theodore Vernier, director of the  Federal Drug Enforce
ment Agency in Detroit. “Our undercover information is that  PCP is more preva- 

x. lent than  marijuana in some high schools,” reports  Los Angeles drug officer Michael
Guy. In the San Francisco Bay Area, a uthori ties attr ibute over a dozen deaths last 
year  to overdoses of PCP. Nearly  a third  of San Diego’s 126 overdose deaths in the 
past year are linked to the drug. In Montgomery County, Maryland, police connect 
several killings and suicides to PCP use. (Authorities believe many PCP-related 
deaths  are overlooked in coroners’ reports because they appea r to be accidents— 
drownings, deaths by fire, falls, etc.—involving people whose judgment and coordi
nation have been adversely affected by th e drug.

CHEAP, SIMPLE TO MAKE

Why the  popularity of PCP? For one thing, it is cheap, especially when compared 
with other illicit drugs such as cocaine and heroin, whose prices have risen sharply 
in the past year. Typically, a dose of PCP can be bought on the stree t for $1, a half  
gram for about $10 to $12.

Another factor in its favor is the ease with which i t can be produced. PCP can be 
made locally and quickly with simple equipment and readily available ingredients. 
Lt. D.D. Williams of the Houston, Texas, drug squad says, “Unlike heroin, which 
comes from out of the country, it is a domestic phenomenon. It’s obviously simple 
enough tha t a first- or second-year chemistry student can make it.” Fly-by-night 
chemical plants—known as “pig outfits”—have sprung  up across the country. Their 
profits are  enormous, according to John Van Diver, Western regional director of the 
Federal Drug Enforcement Administration.

Then there  is the  factor of novelty—young people looking for a new drug experi
ence, a different high. PCP has that,  all right, but the price tha t may be paid in 
terms of baneful effects on the human mind may not be worth the “trip .”

UNPREDICTABLE SIDE EFFECTS

Usually produced as a white powder, PCP can be sniffed, like cocaine, smoked as 
an additive to marijuana, oregano or parsley, chewed on mint  leaves or injected. 
Those who have taken  PCP describe its more benign effects as like tha t of very 
strong marijuana. One user said it is like “a combination of taking  LSD and sniffing 
glue.” At best, it provides a mellow sensual or dreamy experience. Users feel the 
effects within two to five minutes after smoking a small amount, and the feelings 
peak in about 15 to 30 minutes. The high continues for four to six hours, but the 
user does not feel normal for 24 to 48 hours.

Unfortunately, there is no way tha t one can guarantee  a good trip  with PCP. 
“The tragedy is tha t most people experience angel dust as some unusual form of 
marijuana and associate i t with the benign patte rns of marijuana , but it’s anything 
but tha t—it’s a real ter ror  of a drug,” says Dr. Robert L. Dupont, director of the 
National Institu te on Drug Abuse.

In truth, PCP can have bizarre  and totally unpredic table effects on the mind of 
the  user. “The extreme unpredictability of behavior is one of the  most frightening

V  things about angel dust,” says Steve Lerner, a psychologist a t R. Stanley Burns and
Associates, a San Francisco-based group tha t has been s tudying the drug for almost 
four years. In controlled experiments using moderate doses, PCP has produced 
periods of stupor or even coma lasting for hours or days. In acute cases, according to 
the Drug Enforcement Administra tion, the drug has caused some users to be in a

* confused state  of mind for up to two weeks, followed by a psychosis tha t lasts for
* several weeks. The psychosis closely resembles paranoid schizophrenia. These re

sults were obtained from PCP manufactured legally under rigid controls and purity  
standards and administered under supervision. How it affects the user in the 
uncontrolled, unsupervised conditions of the stree t was summarized in a recent 
artic le in the Journal of the American Medical Association: “unpredictable destruc 
tiveness,” with users “running aimlessly, performing bizarre actions, striking by
standers,” or attem pting to commit suicide.
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“People can use terrible, terrib le judgment when they have been using PCP,” says 
Dr. Gerald Crary of the Los Angeles County-USC Medical Center. “They th ink they 
can stop a t rain  with their  finger, or th ey can fly. Many of them are really terrified, 
frightened, confused,” he states. “Some people will flip out on a low or normal dose.

Physicians say tha t there  is no direct  antidote for PCP, and its toxicity, unlike 
tha t of other psychoactive drugs, can last for weeks.

Because of its unpredictable effects, many hard-core drug users scorn it as a 
“freak drug,” and some street dealers misrepresent the drug to be cocaine, LSD, 
heroin or THC, the active ingredien t in marijuana, in selling it to unsuspecting 
users.

Recently, PCP has also been used to “boost” cocaine and heroin tha t has been 
diluted or “cut” to two to thre e percent purity to produce higher profits.

A youth emerging from a five-day PCP coma in San Diego said he thought he had 
been buying bargain-priced cocaine. He remained in a psychotic state for a month 
and is still confined to a  mental hospita l with frontal-lobe brain damage.

Although many youngsters may be unsuspecting users of the drug, which can be 
detected only by chemical analysis, others have acquired a bravado craze for it.

“Even though they’re gambling with death, many high school kids consider PCP 
to be very macho,” says Howard D. Young of the San Diego Department of Sub
stance Abuse. “If you can handle it, the n you’re supposed to be a  man.”

PCP is another in a long list of psychoactive drugs used for fun and pleasure by a 
large number  of young people and adul ts since the drug revolution of the 1960s. A 
lot of drug use is—and always has been—experimental. It’s something people do 
maybe once or twice out of curiosi ty or peer pressure, without becoming habitual 
users.

DRUG ABUSE SYNDROME

But a significant minority of young people and adults continue to use drugs over 
and over. Once upon a  time, drug cultis ts were tripping on LSD, then  floating high 
on cocaine, then spaced out on mari juana. The drug fads come and go, but the 
underlying problems remain the same. Drug abuse is a symptom of a society t hat  is 
failing to meet individual human needs. Drugs s tand in for whatever  is missing in 
life. They are a buffer from problems people don’t know how to cope with in real 
life. They provide st imulation when there is nothing else stimulating to do. They 
are a d ramat ic way of killing time—and maybe killing oneself.

(From Wom an’s Day, J une 14, 1978]

Angel  Dust: The  Devil Drug That Threatens Youth  

(By David Black)
Easy to make and easy to come by, this  st reet  and schoolyard drug packs a wallop 

tha t can sedate an elephant. It can also blow a human mind to the  far reaches of 
fear and panic, tr igger acts of savage violence and create  delusions that  lead to the 
user’s death.

“The first time I had angel dust was at a party ,” said Robert. “I thought  it was 
regular marijuana. So I smoked some, and I felt like I was on a cloud. I thought, 
‘Hey, what is th is?’ I knew it  wasn’t ju st grass. It was very nice. My friend said it 
was ‘superjoint.’ I said, ‘If you say so.’ ”

Robert is young, in his twenties, but  he looks like a  wizened old man. His hair is 
very short, almost a Marine cut. When he talks, he blinks as though he has just 
been s tartled awake. He chain-smokes cigarettes while he tells the story, punctuat 
ing his sentences with frequent coughs, which sound like the rat tling of seeds in a 
dried-out gourd.

“A couple of days later, I smoked some angel dust again, and I got very para
noid," he said. “I was with some people, but I had to leave. I thought they were 
trying to get me. I went runn ing down the stree t seeing shadows chasing me. Later 
I was smoking some more dust and drinking wine with a friend in the park. My 
friend tried to take the wine bottle away. I stabbed him with my knife four times. 
The next day the girl I was with asked me if I remembered what I had done. I 
didn’t remember anything .” Robert’s f riend survived; Robert was arrested, convicted 
and sentenced to a  relatively short  term  in jail . “I never smoked angel dust again. 
But now everywhere you go, all you hear is ‘I got dust.’ Everywhere.”

Cheap and easily obtained, this new mind-blowing street drug has many other 
cynically descriptive names: Killerweed. Elephan t dust. Cadillac. Superjoint. Cy
clone. Goon. Hog. DOA—the police blotter ’s grim acronym for “dead on arriva l.”



But no matt er what it’s called, it’s all PCP—phencyclidine—a drug that  is used 
for tranquilizing elepha nts and primates in zoos and experimental laboratories. It 
comes in tablets and crystals  but most frequently  in powder form. Like cocaine, it 
can be “snorted,” or inhaled through the nostrils. Like heroin, it can be injected 
into a vein. But because it is so commonly mixed with marijuan a, anyone who 
smokes an occasional “joint”—or whose children do—should be alerted to the fact 
th at  PCP is not merely a new form of marijuana, but an additive tha t can have 
serious, long-lasting and perhaps  even lethal effects.

“Since angel dust is being distributed and used mainly in conjunction with mari
juan a, the aura  of so-called respectability that  has become associated with marijua
na has been extended to PCP,” says Dr. Michael Pawel, director of psychiatric 
emergency services at  St. Luke’s Hospital in New York City. “And this respectabil
ity by association is unfortunate, because PCP is quite clearly  a much more danger
ous drug. I remember the first patien t I saw who had a bad reaction to it. A 
runaway. She was clearly toxic. When I asked her what she had taken, she said, 
‘Angel dust,’ and nobody knew what it was. Since then we’ve been seeing a number 
of PCP cases every month. They’re often violent. Out of control. Delusional. Afraid 
the  police or a cab driver or everyone in the city is out to get them. And people who 
are as frightened as tha t can be dangerous. If a kid who is armed takes PCP and 
decides that people ar e trying to shoot a t him, he’s liable to  shoot back.”

The same horror stories make the circuit of both the users of PCP and its critics. 
There was the boy who stepped  off the roof of a building, thinki ng tha t angel dust 
had given him wings. There was the boy who climbed down onto the subway tra cks 
and wandered into the tunn el as the trai n came shooting out of the dark. There was 
the young man who stabbed his mother to death and had no memory of having 
killed her. And there was the boy who bit off his gir lfriend’s breast.

Everyone who takes  the drug does not necessarily become violent, of course, but 
violence and panic are  common. The drug affects the sensory cortex, the midbrain 
and the thalamus, causing—in various cases—numbness of the cheeks and extrem
ities, an increase in blood pressure and hea rt rate, loss of muscle coordination, 
disorientation, confusion, sweating, flushing, blurring of vision, dizziness, nausea, a 
sensation of weightlessness, a distorted awareness of time and space, a feeling of 
shrinking or growing in size, the illusion of being outside one’s body, depression, 
paranoia, a fixation on death.

People obviously do not take  PCP because they want to induce nausea, violence 
and panic. But they may tak e it to experience other more pleasurable or intriguing 
sensations—to feel what it is like to have their consciousness leave th eir body, to fly 
or levitate, to move through fluctuating space and time, o r to increase sexual desire.

“I smoked angel dust because everyone else was smoking it, and I wanted to try 
it,” said Jill, a fifteen-year-old who was wary about being questioned. She kept 
glancing around the small room in which we sat, plucking at  her beaded necklace 
and fiddling with the thre e empty cigarette  boxes someone had left on the table as 
though she were playing some kind of shell game with herself. “When I smoked it, 
it made me—you know—want to have sex. You feel so sort of mellow. It j ust  helps 
you like it more.”

Whether used as an aphrodisiac or as fuel for a psychedelic joyride, PCP has 
recently become the drug of choice among teens and young adults. Ten ye ars ago it 
was virtually unknown, even  to many professionals in drug-abuse programs. But the 
National Institute on Drug Abuse now estimates tha t between six and seven million 
individuals—mainly between the ages of twelve and twenty-five—are using or have 
used this dangerously unpredic table drug. Last year, 50 percent of all hospital 
emergency cases involving hallucinogens were attr ibuted to PCP. More alarm ing is 
the  fact tha t it was the  known cause of at  least one hu ndred  deaths.

The figure for deaths, like tha t for emergency treat ments, is “probably a gross 
underestim ate” in the opinion of Mary Carol Kelly of the National Inst itute  on 
Drug Abuse. “Let’s say th at  someone who has taken PCP dies in a swimming pool,” 
she explains. “Tha t’s probably listed as a death  by drowning, not PCP. We know 
ther e was a case of someone who took PCP and drowned in a bathtub. We also know 
of instances in which people who took PCP sat and watched themselves burn to 
death, but cases like that  might be listed as a death by fire. So the  statistic al figure 
of one hundred people dying of PCP during 1977 is likely to be substa ntially  less 
tha n the actual figure would be if the true cause of d eath  had been known in all 
cases.”

PCP was originally synthesized in 1957 for use as an anesthetic, but its capacity 
for triggering violent psychotic reactions in patients made it unsuitable  for huma n 
therapeutic  use. When it first  surfaced as a stre et drug in 1967, Mary Carol Kelly 
recalls, it was not smoked or inhaled. “It was swallowed, ingested. And the side
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effects of swallowing PCP are less controlled and of longer duration than  those you 
get from inhaling it. The effect may last four to six hours with an even longer 
‘coming down’ period. Because of this  PCP lost its popularity and went out of 
fashion, though it never entire ly disappeared. Then, more recently, it developed that 
you could mix i t with marijuana and smoke it, and it gained popularity. Today the  
National Insti tute on Drug Abuse considers it the number-one problem drug in the 
country.” <

People who use angel dust have bad “trip s”—or reactions—five times as often as 
those who use other psychedelic drugs. And the bad trip  may recur  in flashbacks 
over a period of several weeks. The damage, it should be noted, can be physical as 
well as psychological. A 1975 repor t in the Journa l o f the  American Medical Associ
ation  state s tha t in some cases people using PCP may suffer a “fatal hypertensive 
crisis” that  will blow not just  the ir minds but thei r enti re life-sustaining system.

One insidious aspect of the problem is th at  PCP is so cheap and easy to manufac
ture, it’s difficult to control. As David Hoover of the United States  Drug Enforce
ment Administrat ion puts it: “A high-school kid with two hundred dollars and a 
little chemistry  experience can mix up a batch easily.” Since the recipe for PCP has 
been published in several underground publications, and the two-hundred-dollar 
investment can be parlayed into stre et sales of anywhere from twenty thousand to 
fifty thousand dollars, it ’s l ittle wonder tha t the number  of people making the drug 
is increasing. According to the Drug Abuse Warning Network, significant produc
tion and use have been evident in no less than  twenty-one major cities, coast to 
coast—among them, San Diego, New York, Washington, D.C., and San Francisco.

Although PCP has a very specific formula, there  are thirty-two variations of the 
drug which have similar effects. “If a kid making angel dust cooks the mixture too 
long or doesn’t have the proportions right, he’s going to get something a little 
different ,” says Kevin McEneaney of the Phoenix House Foundation. “And, of 
course, i f the guy making it isn’t careful, there  is always the danger of the chemi
cals exploding and killing whoever is standing too close—which recently  happened 
in New York City.”

Some dealers don’t even try to manufacture PCP. As substitutes, they mix mari 
juana with talcum powder, or doctor it with hair spray, roach spray or other 
hazardous substances. “A lot of things might be passed off as PCP, says Tom, a 
twenty-year-old, who until  recently used the drug. “Chemicals I never even heard of 
are added to marijuana as angel dust * * * Je t fuel. I don’t know where they get it.
Even embalming fluid. People go o ut in back of funeral homes and drain it out of 
discarded cans.”

When mixed with marijuana, PCP or  any of its spurious substi tutes is difficult to 
detect—and unless they are  having a bad trip, so are its users. Pare nts who suspect 
their  children of using angel dust should not snoop in search of proof, experts say.
Kids who feel guilty about using drugs want to be caught and will provide parents 
with clues—physical evidence left in the open, bizarre behavior or conversations 
intended to be overheard. Others may reveal clues inadvertently.

Once the clues are verified, parents are advised to react calmly, speak reasonably 
and try  to learn why their children are  using drugs. It may be to gain the accept
ance of peers, or it may be out of curiosity, rebellion or a simple desi re to get high.
One young man I spoke with confided tha t the only time he doesn’t want to use 
drugs is when he is skiing. For him, drugs are a subst itute for the thrills  of a 
challenging sport—a way of skiing down the slopes of his brain.

When a child manifests the symptoms of a bad t rip, parents  should immediately 
obtain professional help from the neatest  hospital emergency room or poison-control 
center or thei r family physician. Medical trea tment is imperative if a prolonged 
reaction and recurring flashbacks are  to  be prevented.

For help  in dealing with continuing drug problems, paren ts should consult profes- /  1
sionals who work in the field of drug-abuse therapy. Phoenix House Foundation, 
whose address is Box 333, New York, N.Y. 10024, will send free information on drug 
abuse and refer parents anywhere in the  country to qualified professionals in their  
area. The phone number is 212-595-5810.

As Dr. Mitchell Rosenthal, head of Phoenix House Foundation, sees it, the prob
lems of juvenile drug abuse have been aggravated by the growing acceptance of f
drugs in our society. “If a fifteen-year-old daughter were having two martin is at
lunch every day, her mother would be horrified,” he observes, “but tha t same 
mother may not be horrified to learn  tha t her daugh ter is smoking marijuana and 
getting stoned during the school day. And tha t is a very significant change t ha t has 
occurred in the past few years.

“There has been a chemicalization of life’s processes, and it has changed some
thing about the values of the society in which we live. The children are reflecting



375

the values tha t they see around them. * * * I don’t see that  the kids who are 
finding new ways to get high and tranquilize themselves are too different from the 
pharmaceutical industry tha t spends a lot of money on research  every ye ar in order 

to find new ways to tranquilize  its customers.”
This year angel dust is the street drug of choice. But the drug cult ure’s under

ground chemists can vary compounds with as much virtuosi ty as a jazz musician 
improvising on a tune, and other hazardous drugs will be found to replace it.

( j  Unless we adults reexamine  the values by which we live and learn to handle the
stresses and frustra tions tha t lead us to legally and promiscuously pop pills in order 
to get through  our days, we will have a younger generatio n th at  will increasingly 
smoke, snort and pop drugs for fun. And every year there  will be more drugs to 

smoke, snor t and pop.

[From Human Behavior, Ju ne  1978]

High on PCP 

(By R.W. Dellinger)

The dream is the only thing th at ’s real to Philip anymore. The aggravated assaul t 
charge, the days lying on a cement  floor in a ja il cell wanting to tear his eyes out, 
the woman in court with a 10-inch purple scar ringing her neck like a collar—they 

don’t mean a thing.
In the dream, Philip always saw a  man s tanding  u nder a tree  in some far-off land. 

Because it was early in the morning and very foggy, he couldn’t quite make out who 
it was. But when it cleared up, he could see a good-looking dude with blocklike 
features and porkchop sideburns. And he knew this human being. It was himself.

The man in the d ream had two monkeys deep inside him, arguing, fighting, trying 
to get hold of his mind. After a while, Philip realized tha t one wanted to trap him— 
not in a cage, but in his own words and logic. He soon learned he had nothing to 
worry about, though. For whenever he found himself  cornered, the other monkey 

would show him a way out.
Philip, a tall 6-footer, has jus t finished his Friday afternoon therapy with Dr. 

David Smith, founder and medical director of the Haight-Ashbury Free Medical 
Clinic. At his side is a friend with upswept hai r, dressed in a white turtleneck and a 

camel hair coat. Her name is Jean nie.
“One afternoon last September, they say I cut a woman downtown around 6 

o’clock,” Philip says in a soft baritone. “She was sittin g in a car talking  to her 
boyfriend, and I walked past and cut her with a strai ght  razor. And she had a 100 
stitches  put on the side”—he brings his hand up to his throat  and makes a 5-inch 

slash—“right here.”
There’s a reason why Philip doesn’t remember any of this. For three  weeks before 

it happened, he had been smoking five joints a day laced with PCP.
All Philip says he knows is that  when he came to, afte r dreaming the dream, he 

was in a patrol car, then  in a dark  cell. When he heard the cell door opening and 
slamming, he rubbed his eyes and saw his new roommate, a drunk. “The first thing  
that  hit my mind was that  the  cops put this guy in to hu rt me,” says Philip.

Philip couldn’t shake his paranoia . He got to feeling so badly tha t he asked for a 
doctor. All he got was a transf er to the county jail, where they took his black 
leather jacket away and put him inside a strip  cell. There was nothing in there  
except a hole in the floor for a toilet. Philip wanted to tea r his eyes out because he 

didn t  want to see any of this.
Later, when he was release d—amazingly, on his own recognizance—Philip went 

. home. He stayed there. He lost 27 pounds and though t he was losing his mind. So

did o ther people.
“I called him up, and he didn ’t even know wha t day it was. He didn’t know what 

month it was,” says Jeannie. Thinking  th at Philip was having a nervous breakdown, 

she went to her family physician.
Philip wound up in San Francisco General Hospital, where it was discovered that  

'y his problem wasn l mental. It was physical. I t was “angel dust .”
Since Philip got out of the  hospital, he and Jean nie have been coming to this 

three-story Victorian house on narrow Clayton S treet to see Dr. Smith, an expert  in 

drug treatm ent.
“He says it’ll make you go off and do things th at ’s unbelievable, but at the  time, 

to you, are real,” says Philip. “So you cannot act. You cannot make no decisions. 
You have to be awful careful and find somebody to talk  it out with. You can’t t ry to 
deal with it by yourself. I t’ll hu rt you if you tr y to deal with it.
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“I didn’t believe, you know. So I said, ‘Now I know I got to find out what 
happened.” “When told what he had done, “I had  tea rs  all over my eyes. I said, “I 
don’t want to hear  i t no more. ’ ”

Jeannie  can ’t contain  hersel f any longer. “I t wasn’t him. It was not him ,” she 
says. “I mean,  it wasn’t.” Phil ip is 38. He work s as a hall  aide at  a San Francisco 
school, a job he enjoys because he likes kids. Ph ilip smokes gras s b ut says he ’s neve r 
dropped  acid, shot  u p smack or taken speed.

Last September,  some friends came cal ling  on Phi lip with  some “green  dust,” 
which piqued Ph ilip’s curiosity because a long tim e before he had  smoked some 
real ly good grass called  green  dust.

“After I bough t it, firs t I sam pled it, and  I k new th at  the  weed was too s trong,” he 
says. “This is the way I looked a t it: it was some good weed, bu t i t was too strong.  So 
what I’d do is buy me a litt le bit and  sprin kle  it over my oth er weed and  then 
smoke it.

“And then, the  nex t thing I know, I was involved.  And I don’t rememb er noth ing 
next un til I cam e o ut of it.

“There ’s no way h eroin would make you do-------- that.  Heroin  won’t make you t rip
like that.  I mean , I’ve t alked to people, you know, who’ve been on hero in. I have a 
bro the r who’s been on heroin . I sti ll got one on heroin , And he’ll tell you rig ht now— 
do no t mess with  angel dust!”

The following Tuesday, at  2 o’clock in the  a fternoo n, the  law would star t deciding 
whether or not Philip  should be held responsible for what he did.

“I don’t even know what the  tri al is all abou t,” Phi lip says. “I don’t even care, 
because the y’re t ell ing  me something th at  I do n’t know noth ing abo ut.”

According to David Smith, a case such as Ph ilip’s isn’t al l th at  rare . “Well, I don’t 
see anyth ing  but the  bad pa rt of it, ” he snaps. “I thi nk  it ’s the  most dangerou s drug 
I’ve seen. I’ve been  in this business full -time for 12 year s, and  I’ve seen every  
imag inable drug. And the  worst reac tions I’ve seen have come from PCP.”

Smith has  atte nded to some 200 cases. About Philip  he simply  says: “He got into 
it accidentally  but  had a real ly horrible reaction  to it. ”

Twenty-one yea rs ago, aft er pharmacological, toxicological and metabolic tes ts on 
mice, rats , and monkeys, the  U.S. gov ernment decided th at  PCP or Phencyclidine  
could be used as an anes thet ic. At firs t surg eons thought PCP was one grea t drug. 
Administered intrave nou sly  in doses of .25 mg per  kg of body weight, it induced an 
unrespons ive sta te and tota l anesthe sia,  although the eyes rem ained open and  the  
pa tie nt appeare d to be awake. It did n’t int er fere with  bre ath ing  or decrease blood 
pressur e as had a num ber of other anesthe tics .

Parke-Davis & Co. who put  out PCP under the tra de  nam e Serny l, soon cornered 
the  marke t. And in 1963, the  Detro it-based pha rmace utic al house got the U.S. 
patent.

A not-so-funny th ing  happe ned then. Pa tie nts sta rted waking up af ter  the ir 
appendectomies wonderin g w here their  head s were. Or why the  surgeon who opera t
ed on them had tur ned into a South American vam pire bat  with  a 10-foot wingspan 
and 4-inch claws.

So, on Ja nu ary 22, 1965, Parke-Davis wrote to the  Food and Drug  Adm inis trat ion  
asking th at  the  clinical use of PCP on hu ma ns be stopped. Two years later,  the  
Federal  Gov ernment got around to rul ing  t hat th e drug, now under  the  tra de  name 
Sernylan, could be made and sold only as an anim al tranqui lize r.

But the  story of PCP doesn’t end there.
In the  sum mer of 1967, it popped up in the Ha igh t Str eet  area  of San Francisco. 

The hippie s called  it the  peace pill. A y ear la ter , it appeare d in New York City as 
hog. B ut most of the  tim e dur ing the  late ’60s a nd ear ly ’70s, PCP  was passed  off on 
users as LSD, cocaine o r THC.

PCP is no longer a dru g of deception . It has  come out of the closet  a s “angel dust” 
or “cry sta l.” It has  brok en out of black ghe ttos  and  brown barrios  and moved into 
lily-whi te neighborhoods .

“It ’s clea rly the  dru g of choice among white suburb an teenag ers ,” Theodore 
Vernier, dire cto r of the  Drug Enfo rcem ent Agency in Detro it, told the U.S. News & 
World Report.  In March of 1977, a stud y of drug  users in 39 s tates  found out  th at  
teen age rs firs t trip ped  on PCP at  an ave rage age of 14. In 1976, it had been 19. 
Seventh  and eighth  grader s have walked into  David Sm ith’s clinic, and  he thinks 
th at  th er e’s a  PCP teen age  cul ture forming based on a kind of da redevil challenge . 
“I t’s like the  fas tes t gun in the  Wes t,” he says.  “If  you can han dle  PCP, you can 
handle  a nything.”

Th ere ’s a th in line  between get ting  off and  get ting psychotic on PCP. Las t yea r 
4,000 Americans were tre ate d in emergency rooms because of the  drug. The  Drug 
Abuse Warnin g Network, which samples eme rgency rooms, crisis  cen ters  and  medi-



cal examiners across the country, not long ago reported tha t PCP, ei ther alone or in 
combination with other substances, increased from 13 percent of all hallucinogens 
recorded in the summer of 1973 to 43 percent during the last 3 months of 1976.

Last year, the National Youth Poly-drug Study found tha t a third of the  young
sters in the drug-abuse trea tme nt programs had tried it. Girls used it as much as 
boys.

When the National Inst itute  of Drug Abuse—NIDA—reviewed the client records 
last year  at  a psychiatric facility, it discovered tha t 15 percent of the clients had 
used PCP. The institute promptly put out a state ment tha t as much as 20 to 30 
percent of admissions to mental  hospitals in America may be linked to its use.

The Phoenix House Adolescent Drug Rehabilitation program in New York City 
reported in the fall of 1977 tha t almost half of its last 50 admissions were for PCP.

Twenty to 30 dust overdoses are  treated at crisis centers and emergency rooms 
every day in the East Bay ar ea near San Francisco.

Early this  year, a disgruntled Los Angeles assemblyperson named Maxine Waters 
put the problem in terms she knew her  constituents would understand. “In 1977, 
the taxpayers of Los Angeles County spent an estimated $2x/2 million on ‘angel 
dust ’-related services—2,500 arrests, over 275 deaths. God knows how many medical 
patients , police injuries, auto accidents and court costs,” she reported.

Also early  in this year, California’s Governor J err y Brown announced tha t PCP 
will be his State’s number-one dope target for the next 2 years. Brown wants to 
spend $3 million of his next budget to  fight dust.

The Drug Enforcement Administration states tha t in the last 4 years PCP has 
become a major drug of abuse overtaking LSD as the big hallucinogen on the  street. 
Dr. Robert DuPont, director of NIDA, says: “It appears  tha t PCP use has become 
epidemic.”

Phencyclidine behaves like both a hallucinogen and a centr al nervous system 
stimulant. But pharmacologists aren ’t sure where or how the drug works. Many 
think it acts on the sensory cortex, thalamus and midbrain to scramble internal 
stimuli.

David Smith says the  drug can produce mind-body dissociation, catatonic rigidity, 
psychoticlike symptoms and amnesia. There are three stages that  users go through, 
he says. The initial acute toxic st ate  can last up to 24 hours. After tha t, the person 
can have a psychoticlike reaction that  can go on for a week. The user may then slip 
into a condition tha t is almost indistinguishable from schizophrenia. Smith knows 
one person who’s been in a San Francisco hospital for over a month in such a state.

“You don’t become physically dependent upon it,” he says. “But there are people 
who are using it chronically and have developed a psychological dependence.”

During the fall of 1973, Dr. Paul  Luisada, a deputy medical director for the 
National Insti tute of Mental Health , noticed something strange. All of a sudden, the 
admission rate  for what seemed to be long, severe and trea tment-re sistant schizo
phrenic psychoses tripled at the Area D Community Mental Health Center at St. 
Elizabeth Hospital in Washington, D.C. Many of the patients were violent and 
aggressive when they came in.

After 3 or 4 weeks in the hospital, each of these people admitted to having 
smoked something called angel dust. Similar epidemics occurred at the  end of 1974 
and in 1975 and 1976.

Ever since the first case—an 18-year-old high school senior who kept muttering 
tha t he had a knot in his head—caught Luisada’s atten tion,  he’s taken note of the 
PCP psychosis. Eventually, he wrote a paper about it entitled , “The PCP Psychosis: 
A Hidden Epidemic.”

“Behavior is extremely unpred ictable ,” wrote Luisada. “These patients may be 
reluctantly cooperative one minu te and violently assaultive the next. Some carry 
lethal weapons to protect themselves from thei r imagined persecutors. Bystanders 
have often been furiously, unpredictably and unremittingly attacked without provo
cation because the psychosis may include both extreme global parano ia and delu
sions of superhuman stren gth.”

Dr. R. Stanley Burns used to be on the staff of  both the rock medicine section of 
the Haight-Ashbury Free Medical Clinic and the San Francisco Polydrug Project. 
He quit both jobs to sta rt R. Stanley Burns, MD & Associates wi th Steven Lerner. 
The organization has one purpose—to study PCP.

Burns and Lerner have closely observed some 400 people who used dust daily for 
2 to 6 years. Two clinical patterns of intoxication emerged, depending on the  dosage.

Low-dose users, who were brough t to the emergency room by the police often 
because they were driving erra tical ly or acting strangely after  a car accident, were 
usually confused, restless, agitated or excited. They s tared  blankly and purposeless-



378

ly. They did n’t know where the y were or what time it was. They were euphoric,  
combative o r regressive. The ir abil ity to speak came and  went.

The ir muscle tone was rigid. Hardly any  could feel a pinpr ick. The ir blood 
pressur e was up when PCP was the only drug used. They also always had both 
horizonta l and  vertical nysta gmus, a condition  in which  t he  eyes move up and down 
or back and  forth much like those  of a doll.

A few vomited again and again for th ree hours. Many drooled and  sweated . They 
bumped into  th ings and fell down.

Users  who took a high er dose—say 10 to  20 mg—arriv ed in a stu por or coma. If 
they had ju st  been smoking dus t, the y mig ht be on thei r feet and  talkin g in 30 
minu tes. But t he  people who swallowed a rea lly massive dosage were  o ut for as long 
as 72 hours. And it took some of the se pa tients  15 days  to recover completely.

Although  Burns admits th at  PCP can  be pharm acolo gically toxic, he says that  
thi s probably accounts for less than  20 percen t of all deaths. “We find more and 
more  conf irmation th at  the  d rug ’s beh aviora l toxic ity is the  rea lly grea t danger ,” he 
told the  m agaz ine Emergency Medicine. “Unde r its influence  people fall off cliffs and  
die of th e trau ma or into the  sea and  drown.  They paddle out  to sea  on inn er tubes 
or raf ts and fall off a nd drown, the y even drown in swimming pools. They die in 
fires, they die in auto  accidents or whi le walk ing blindly on the  f reeway . They don’t 
decide th at  they can fly and dive ou t of windows—but  they cer tainly  do commit 
suicide  when thei r comedown depression is severe enough , ei the r by shoot ing them
selves or tak ing  an  overdose of anythin g they can find.”

Burns says th at  in a group of 28 chronic users he and  Ler ner  studied,  thr ee  died 
in a 4-month period. Two drowned in swimming pools; the oth er one burn ed to 
dea th in a fire. All were high  on PCP.

Glor ia Keyes has been interested in drugs ever  since she became a psychiatri st in 
1969. For the  pas t 4 years, she’s ta ug ht  psychopharmacology to res ide nts  at  Martin  
Lu the r King Hosp ital in Los Angeles. Tra ined in com mun ity psychia try,  Keyes is 
currently director of a  Los Angeles County committee th at  meets once a mon th to 
keep  in formed on the  growing angel du st problem.

“Actually , PCP has  a mul tisy stem s effec t as far as the huma n body goes,” says 
Keyes. “Fo r example, it has  an  effect on the eyes. An indiv idual may  also have 
ataxia , a kind  of neurolog ical disorder where persons lose thei r balance or can ’t 
determ ine  i f they step down how far  i t goes before you touch the  grou nd.”

But the  bigges t neurolog ical problem, she says, is mem ory loss. The larger  the  
doses, th e worse the  loss.

The main thing  is the  schizophrenic- like reac tion  with delus ions and  paranoia. 
“They have  false beliefs like som ething is going to  h ur t the m or somebody’s going to 
do som ething to them. Or maybe  you might  look like a monster to the m. ’

All of thi s amoun ts to quite a prob lem for clin icians—how do you tell  the  differ
ence between a schizophrenic reactio n th at’s due to PCP an  done th at  is a tru e 
func tion al disorder?

“Some of my colleagues  will say: “Well , gee, I know because the y’re craz ier than  a 
schizophrenic person. says Keyes. “But you can ’t always tell. You have  to go by 
histo ry, and  you have to have a n ade quate  exa min atio n.” But  this  is complicated by 
the fact th at  you  can’t talk with  them, she says. They have no ju dgme nt or reason,  
especially the chron ic users o r th ose  who have  had a larg e dose.

“One thing  abou t PCP is th at  you don ’t feel any pai n,” says Keyes, because the 
dru g acts  as an  anesthe tic and  analg esic . And thi s is importa nt because pain 
monitors  behavior,  because when a person is hurt, there is a kind of withdrawal. 
But a PCP person does not have  th a t capac ity to withdraw . And th at  puts the 
person in a dang erou s position.

“After you see some of the se people on PCP, you begin to thi nk  th at  it causes  an 
irreversibl e bra in damage,” she says. “I’m not  cert ain  th at  anybody has documented 
this , bu t you get  the  feeling  th at  it does because for extended periods of time they 
do no t use thei r mentat ion in a nor mal fashion.

“I guess when  I think back over what I have seen, the thing  th at  perhaps 
impresses me most is the  emp tiness and  the  vacuousness in the  lives of people who 
have been on the  drug any exten t of time . In terms  of you r whole process, your 
abil ity to func tion,  your abil ity to care about yourself  a nd be concerned  and to be 
involved in life has been removed. And th er e’s a  possibi lity th at  you’ll never get it 
back aga in.”

Keyes is somewhat  surp rised to see PCP in the  black  community, because blacks 
have  alwa ys stayed away from min d-a lter ing drugs.  LSD was nev er big in the  
ghettos. She thinks PCP has both poli tical and  psychological impl ications.

“If you wanted to elim inate being bothered by a whole group of people, the n jus t 
dust everybody out ,” she says. “They would ju st  withdraw . And th a t’s wh at’s hap-
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pening with these people. They can’t make any decisions. They don’t know w hat ’s 
happening in the world. They couldn’t care less.

“The most f rightening part is t hat  you make a nonperson. You make an autom a
ton. You make a person who doesn’t feel anything. Who c annot remember anything. 
And who is not in control. T hat ’s scary.”

Each of these professionals th inks we are playing ca tchup as far as our knowledge 
about PCP goes. The Nationa l Insti tute of Drug Abuse, the research agency th at ’s 

4r supposed to know more about dust than  anyone, admits it has a lot to learn. “We
don’t know why some people seem to have a sensitivity to it or will have adverse 
side effects, psychotic reactions, and other  people don’t,” says Mary Carole Kelley, 
NIDA’s press officer. “We also don’t know why some people can smoke it for a very 
long time and then have a reaction and other people will have a reaction the very 
first time. These are unanswered questions. There is a lot we do not know a bout this 
drug. There’s no question about tha t.”

Although the police knew what PCP could do a couple of years before social 
scientists  did, they still have n’t figured out how to deal with it. Pa rt of the problem 
is the tremendous strength the users seem to have. “I don’t know what you do wi th 
them ,” says Lt. Dan Cooke, spokesperson for the Los Angeles Police Department. 
“They’re [the  users] throwing a lot of people around like te n pins.”

The LAPD had a case recently  where a nude man, high on PCP, raped a woman. 
As he was making his getaway, four of L.A.’s finest confronted him. The suspect 
grabbed one of the officers’ batons. All four officers wound up in the hospital.

“Two of the major problems are the violence tha t accompanies it and their 
inability  to feel pain,” says Cooke. “They’re just impervious to pain.”

Cooke ha sn’t th e slightest idea why people are using it righ t now. All he knows is 
th at  more and more of them are, and tha t LAPD officers a re having more and more 
problems.

All we’re left with is just  t he result of it,” he says.
“Yes, it’s creating some problems,” says Sgt. Eugene Rudolph, the Los Angeles 

County Sheriff's Depa rtment’s resident angel dust expert. “Now you take an indi
vidual who’s under the influence of PCP. What is it affecting? It’s affecting his 
ability  to reason. All right  then, when he’s put into a situat ion where auth ority — 
not necessarily the police, but  any type of auth orit y—challenges him in any way, 
he’s going to resist it.”

Rudolph is a narcotics trai nin g officer. He lectures at a patrol school to officers 
who are just  going out into the  field. They were all worried about PCP users. They 
all want to know how to handle  someone who is loaded.

Rudolph didn’t have any special PCP techniques  to lay on them. He says there 
are n’t any. You jus t protect your ass and m ake the collar.

“I said—and I’ve said this ever since I’ve been a policeman for 22 years, and I was 
told this when I first became one—‘Man, if you can talk, use your mouth, ’cause 
you’re not paid to fight. And the re’s guys out there that  can whip you.’ ”

PCP powder, anywhere from 1 mg to 100 mg, is sprinkled on dried parsley and 
mint  leaves or marihuana. In the  last year or two, i t’s more likely to be dissolved in 
a liquid and then sprayed onto the leaves or grass. A really strong join t—called 
superkools or Sherm an’s—is made by dipping the organic base into liquid PCP. 
Sometimes people swallow tablets or capsules. But most chronic users smoke it so 
they can control the dosage.

The first effects from a jo int  hit in about two minutes and peak in 15 to 30. The 
high lasts for about four to six hours. It usually takes between 24 to 48 hours before 
the user is back to ground zero.

Dust is cheap. A quar ter of a  gram of mint leaves sprayed with the liquid makes 
IJ one joint. It sells for a buck or two. Two people who put up $20 apiece can stay
*  loaded for a  month if it ’s good stuff.

“The PCP on the street today is not diverted from legitima te sources—it is 
manufactured in clandest ine laboratories,” says Robert DuPont of NIDA. “It is a 
frightening model of what  can happen when a potent drug is easily synthesized a t a 
low cost from easily available chemical processors.”

» According to the Drug Enforcement  Administ ration [DEA], the major illicit pro
duction centers are Washington, D.C., Detroit, Los Angeles and San Francisco.

“Dave,” who prefers to rema in anonymous, is a narc—a DEA agent, who says h e’s 
35 going on 90. He’s spent the  last 5 years busting up PCP labs, which run the 
gamu t from small garage operations tha t make a pound or two a week to big 
commercial operations. Dave says the typical setup is two to six people ch urning  out  
6 to 10 lb. a week.
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“Gen eral ly, a case will st ar t wit h inform atio n—eith er it can come from neighbors 
complain ing about stra nge  and  un usu al odors in thei r ar ea  or the  lab will blow up, 
which is h appenin g more and  more  of l ate  a rou nd here.

“The thi ng  th at ’s dist ressi ng me now is we’re sta rti ng  to see shootings. Ther e was 
a case in Inglewood—I was tal kin g to the  officers las t week—whe re when they 
kicked in the  door and the  guy tried  to throw a bea ker  of chem icals  in one of the  
officer’s face, they had to shoot  him. And th at  was the  thi rd  PCP inci den t like th at  
in the  l as t mon th th at  I know of.

“You’ve got toxic chemicals or caustics  like lye—sodium hydrox ide. You’ve go 
acids—hydro chlori c and sulf uric  acids. Now a fistful of those  chem icals  in your face 
can rea lly  cause  some problems. And  thi s app are ntl y is wh at some of thes e people 
are doing. When the  door goes down, the y’re get ting  the  chem icals  and  sta rtin g to 
thro w the m at  the  officers. So thi s is going to req uire riot-type face shields  to be 
worn. And it does pres ent a prob lem—especially for th e firs t one or two guys in the  
door, usua lly me.”

Th ere ’s anoth er dang er from PCP labs th at  keeps Dave awake at  nights: explo
sions. “W hat  I would hat e to see,” he says, “and it ’s going to happen , is some 
tur ke y’s going to be making thi s in one of thes e high rise ap ar tm en t buildings, and 
it ’s going to blow an  ap ar tm en t buil din g up.”

The people who make PCP ar e in it for the  money—pu re and  simple, according to 
Dave. Ju st  $150  will buy all the  chem icals needed to make a pound of the  stuff. 
Th at pound can be sold for at  least $8,000.  And unl ike  heroi n or cocaine, there’s 
nobody to be paid off to get it throug h customs, th er e’s no smuggle rs to be hired.

Dave thi nk s the  Drug Enforceme nt Agency is doing its job, bu t the  courts ar en ’t 
doing the irs.  The DEA has  to catch a guy cooking PCP red-h ande d thr ee  or four 
time s before a jud ge will send him to jail.

Working labs has been a real  educat ion  for Dave. Th ere ’s one thi ng  th at  sticks in 
his mind. “I ’ve learn ed th at  i f I don’t do my job, the n my kids migh t be exposed to it 
when the y go to school—and  I’ve got thr ee  boys. My job is to pre ven t some yoyo 
from selli ng dope in the  schools. And I th ink  th at’s wh at the  botto m line is.”

“Do nna” works no more th an  30 feet  from Dave’s desk. She’s 5'2", 115 lb., and 
doesn’t seem like much of a ma tch  for big-time dope deale rs. Since July 1976, 
Don na’s been workin g back a network th at  dist ribu ted  PCP in Detroit. The tra il 
eve ntually  led to Southern Califo rnia.

It sta rte d in 1969 when a young  ma n from San Franc isco moved to Los Angeles 
and  set  up a PCP lab. More imp ortant ly, from 1970 to 1977, he gave  or sold the 
form ula for PCP to at  leas t 10 oth er  people. The new people would open up the ir 
own labs in Los Angeles, but  by 1972, man y of th ei r dis trib uti on netw orks  had 
bran ched out  to Chicago, New York, Miami—and Detroit. The operati on sprea d so 
far  a nd so fast, the  DEA cou ldn’t keep  tra ck  o f—let alone stop —it.

But last  December, Donna and  he r co-agents made an  atte mp t. In a simu ltane ous, 
citywide, bus t, 15 of the  biggest  PCP  people on the  West Coast were arrested , 
inclu ding  t he  young man from San Franc isco.

All thi s should make Donna  happy. It does n’t. “Say you have  a hero in organ iza
tion ,” she explain s. “Because of the  dis trib utio n, it always sta rts  in Mexico. Some
one mak es it in Mexico, a nd someon e slips it across  to someone over here . It ’s pretty 
easy to identify the  o rganiz ation.

“With  PCP, you star t out with  like  in our  case one guy th at  had  the  formula. 
Then he tau gh t Pet er and Pe ter  taug ht  this person, who in tu rn  taug ht  thes e three 
people, who in tu rn  each taug ht  f our  o the r people. You c an ’t. You ju st  c an ’t stop it. ”

But th er e’s anoth er reason  why Don na is discoura ged. After giving  two years of 
her life to thi s case, the  15 men she arr est ed  are  facing  max imum sentenc es of five 
years.

A two-story buildi ng at  2249  Sou th Hob art, Los Angeles, is a detox ifica tion induc
tion cente r run  by a Chr istian org aniz atio n called Teen Challen ge. Thro ugh  its door 
go h eroin  addic ts, alcoholics, glue snif fers  a nd PCP freaks.

Inside, in the  back in an office th at  holds thr ee  desks  but  should  only hold two, 
Rich Bills, who is in char ge of indu ction, and  Ernie Mart inez , his assis tan t and an 
exaddict, are rapping  a bout angel dust .

“I rem ember  my firs t expe rienc e wi th it,” says Mart inez . “We were  smoking dust, 
you know, and  I don’t know how mu ch I was smoking at  the  time. But the  next 
thing  I knew,  I woke up the  nex t morn ing,  and  I couldn’t talk . I was stut teri ng.  
Th at whole day I did n’t smoke any  dus t, bu t it was stil l in my system. And I was 
lost in my own hometown.”

Bills says he trie d it when he was 18, and agai n at  21 when it became more 
fashi onab le. He can recal l the  las t tim e he took it.
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“After smoking a joint about two inches long, after  takin g one or two hits, I 
remember it actually felt like nerve cells on my spine. I ju st felt a rush up there. 

And th en there  was a mass disorientation—time, space.
“I remember walking outside. And walking seemed really hard  to do. And there  

was extreme paranoia associate with it also—a lot of paranoia . I felt tha t I was 
going to get caught and tha t something was going to happen to me. It kept on 
lasting. And there was paranoia of ‘when am I going to come down from it? ’ But 
there were also times when there was an elation. I felt very relaxed. It went 

through stages. It wasn’t just  one kind of thin g.”
Bill says it was a good high. Better than grass. A l ittle like a hallucinogenic trip. 

The walls seemed high. He felt tall, then short. His senses were more aware. All of 

this lasted six hours.
“There’s no concentration on time,” says Bills. “I remember walking. Walking 

seemed very difficult. Almost as if my feet were shackled. You know how shackels 
are?  How you’ve got so much play. I couldn’t take a full stride. Things were really 
slow.”

Martinez interrupts: “I always fe lt t all.”
Both young men agree tha t what effect each person gets from the drug depends 

upon many factors—some physical, some social. Bills think s the person’s mood is 
important. Every time he smoked dust, it was di fferent depending on whom he was 

with and how he felt.
Bills hasn ’t found many people over 30 who are using it on any regular  basis. 

Most of the  PCPers he works with are under 21. But  t ha t’s t he only commonality. “I 
talk  to homosexuals, the y use it,” he says. “I talk  to high-income blacks, low-income 
blacks, white middle class—all kinds of whites—transien ts, Mexicans, Indians. And 

they all use PCP.”
Both agree it’s the drug of the  ’70s.
“It ’s a way of escaping reality , and nowadays everydody is looking for tha t easy 

out,” says Martinez. “And for a dime, $10, maybe you get five joints out of it or six. 
And it take you one joint to escape reality .”

“A lot of people don’t want to take acid anymore,” adds Bills, “so they go to PCP. 
But the re’s a whole thing, th at  hallucinogenic value, people like. Remember in the 
late ’60s, you’d take a hallucinogenic to become more aware of yourself and all tha t 
stuff. I guess they feel the same way now. But a bout PCP.”

Sam Heilig also believes th at  PCP is the drug of the ’70s. But unlike the Teen 
Challenge workers who say the y’ve never witnessed the violent par t of it, Heilig has 
seen too much. He says the unpredictableness of the  drug is one of its real peculiar
ities. He would guess t ha t over 90 percent of th e time users get what they describe 
as a good high. They might get a little crazy. But they don’t do anythin g violent. 

They jus t feel mellow.
“Maybe 95 percent don’t have any problem,” says Heilig. “Maybe 98 percent. But 

the re’s some percentage we know.
“If you monitor the coroner’s office, as I have, you will find that  in ’75 I thin k 

ther e were 13 deaths tha t were picked up with PCP-involvement—not jus t PCP 
overdose, but there  were 13 deaths related to PCP. There were 26 in ’76. In '77, I 

count 66. So it ’s more tha n doubled, you see.
“It ’s a large number of deaths. And those are  the  ones tha t are found. It’s a 

significant number of people.”
Heilig has just  start ed looking at  how the two are connected. He thinks many 

users are looking to get themselves killed. Heilig hopes to study 50 cases where 
people died because of PCP. He wants to interview families, friends and lovers. He 
wants to trace back lives to find out why.

“I’ve got 17 of them analyzed with some meaning,” he says. “You find a lot of 
crazy behavior, which is very threa tenin g to whoever witnesses it. And people get 
killed. A lot of people get killed. It’s not an unusua l kind of event where somebody 
jus t acts bananas, scares the shi t out of whoever is there—most often it’s the family 

and friends, not police.
“Now 8 of th e 17 that  I’ve looked at this far were homicide deaths. They were 

killed. They got themselves killed. Four were suicides. And one-quarter were acci
denta l deaths. One was a nat ura l death.

“I was interested in the homicides. One was killed by his roommate. One was 
killed by a friend at  a party. One was killed in a barroom brawl. One was killed by 
his stepfather. One was killed by a neighbor. Two by strang ers, street acquaint

ances. And one by the police.”
Heilig thought all the PCP fatalities  would be kids. But 25 percent of the 66 

people who died in 1977 were over 30. One was a 77-year-old woman. The racial mix 
was about what he expected—six out of the  17 were black. So was the male-female
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ratio—14 m ales  to thr ee  females. Heil ig tho ught it str ang e th at  three of the  fata li
ties involved drownings.

“These are  police repo rts of inves tiga tors  who are on the scene,” Heilig says as he 
leafs thro ugh  a batch of papers in front of him . “There’s a case in here where a guy 
was busting  windows down Hollywood Boulevard with  an ax handle. The cops tri ed 
to stop him. He threatene d them with  the hand le, and the y blew him apa rt. And 
th at ’s a common sort  of event. People get wild, thr eat eni ng, unpredictab le. And 
ther e’s no res tra ining  th em.”

There ’s one more  homicide case Heil ig wants  to read.  He says it tell s people a lot 
abou t what the  drug can do. A securi ty gua rd discovered a 23-year-old man  hiding 
inside a par kin g lot. When the  gua rd aske d him wh at he was doing the re,  he said 
th at  he was strong er tha n God. The  man the n reached for the  g uard’s revolver.  The 
guard, backing  away, pulled his gun and fired once into  the  ai r as a warn ing. He 
fired again . The man  laughed and reminded the  se curity gua rd th at  he was stronger 
than  God. He the n lunged at  the  guard  who in tu rn  fired once into  his chest. The 
man  fell to the  ground but  rose to at tac k the guard . At point-blank range, the  guard 
fired anoth er shot. The man fell dead.

“He tho ught he was God,” says Heilig. “You tal k about the  sup erh um an strength 
of people on PCP. It ’s not sup erhuman.  It ’s th at  the y’re crazy. And th at  scares 
people. You can imagine wha t this guard  was thinking . He warned him. He tried to 
subdue him. He shot  h im once. The guy kep t coming. Th at’s PCP.”

The oth er kind  of angel dus t d eat h th at  intr igues Sam Heilig  is suicide.
He says hum an beings—especially Am eric ans—use drugs as a self-medicat ing way 

to deal with depression or anxiety. The  middle and  upper classes tak e Valium. 
People on the  s tre et take any thing they can  g et thei r hands on.

In anoth er study , Heilig discovered th at  75 percent of a group of addicts said they 
were using hero in to keep from killing themselves. He suspe cts th er e’s some of th at  
going on w ith PCP. And he wan ts to find out  so he can inte rvene.

Heilig  tel ls of one more report: an alcoholic woman with  a stom ach disorder , 
chronic back pain , an ulcer, who had had  one opera tion af ter  ano the r dur ing the  
pas t year.  For two months she talk ed abo ut killing her sel f because of he r heal th. 
The night before her  death, she had been over at  her boyfriend’s apartme nt.  He 
though t she was in good spirit s. At 11:30 the  nex t morning, he found her lying in 
his kitchen. The coroner’s office hasn ’t  filed a complete toxicology report  yet. But 
one of the  d rugs in her  was PCP.

Heilig picks up a yellow pencil. He spins it, the n passes it back  and for th between 
his hands.  He says there’s no way to measu re the  num ber  of problems thi s drug  is 
caus ing people and  society. “There are guys who get off on the  dust,  who beat  the ir 
wife and kids. Nobody knows abou t that . But  you know damn well th at  happ ens a 
lot, the  same as with  booze. How many rapes occur with  PCP? Is the  Hillside  
Strangle r a PCP user? Who th e hell knows?”
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